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N MAY, 1935,’ there was published the first 

comprehensive report from this clinic on the 
efficacy of parenteral liver therapy in the treat- 
ment of the neural manifestations of pernicious 
anemia. At that time it appeared evident that the 
spinal-cord lesions of otherwise uncomplicated 
pernicious anemia could be completely arrested 
by adequate parenterally administered liver ex- 
tract. Furthermore, it was stated that patients 
with pernicious anemia without neural lesions 
would not develop spinal-cord degeneration if 
adequately treated. These conclusions were based 
on a study of 26 patients with marked spinal- 
cord lesions and 80 patients with minimal or no 
neural lesions, treated for an average period of 
three years. We have been able to continue ob- 
servations on 21 of the first group and 64 of the 
second group for an additional four years, so that 
this report is based on 85 patients observed for an 
average period of seven years. This length of 
time warrants the drawing of conclusions which 
probably will not be altered in the future. 

The general procedure outlined in the previ- 
ous report has been continued. The patients re- 
ceived intramuscularly Solution Liver Extract Lilly 
(N.N.R.)|| prepared according to the method of 
Strauss, Taylor and Castle.” It is estimated that 
this material contains about one U.S.P. unit to 
the cubic centimeter. It is an aqueous solution of 
“Fraction G” of Cohn, Minot and their associates® 
and contains many other substances present in 
liver besides the hematopoietically active material 
for pernicious anemia. Most of the patients re- 
ceived 10 cc. of this extract at weekly intervals. 
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and from the Departments of Medicine and Neurology of the Harvard 
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A few received as much as 10 cc. three times a 
week, and others as little as 10 cc. every three 
weeks. The keynote of treatment remained, as 
before, the administration of more extract than 
was necessary merely for the maintenance of nor- 
mal blood values. 

REsuLts 


The 21 patients with marked involvement of 
the cord had spasticity or ataxia, or both, result- 
ing in definite disturbances in locomotion. With- 
out exception these patients also had paresthesias 
in the hands and feet, and all had either dimin- 
ished or absent vibratory sense in the legs and 
moderate to marked muscle weakness. Impo- 
tence, not due to age, or sphincter disturbances 
were encountered in five patients. Girdle sensa- 
tions were common. 

The average red-blood-cell count during the 
period of adequate treatment was 4,800,000, the 
hemoglobin 94.6 per cent (14.7 gm. per 100 cc.) 
and the color index 0.98. 

In no single case did any objective neurologic 
sign become more marked during the seven-year 
period of treatment; nor did an abnormal sign, 
not previously present, appear in any of the 21 
patients with marked spinal-cord involvement. 
This indicates a complete arrest of the degenera- 
tive process. Improvement in strength, ability to 
get about and general subjective improvement of 
greater or less degree appeared in every patient 
during the first two or three years of treatment, 
as was noted in the previous publication. Objec- 
tive signs due to peripheral nerve involvement 
disappeared in general within six months after 
beginning treatment. Objective signs of spinal- 


cord disturbance occasionally disappeared or be- 
came less marked during the first year or two 
of adequate treatment, but thereafter remained un- 
changed. 


||Supplied through the courtesy of Eli Lily and Company, Indianapolis. 
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The 64 patients without marked neural lesions 
had either no signs referable to the nervous sys- 
tem or else evidence of mild lesions not interfer- 
ing with their ability to walk. Not only is it 
statistically certain that many of these individuals 
would have developed crippling spinal-cord dam- 
age if inadequately treated over a period of seven 
years, but we have ourselves observed during this 
time a number of untreated or inadequately treat- 
ed patients who have developed severe spinal-cord 
degeneration. In none of these 64 patients ade- 
quately treated for seven years has any further 
evidence of neural damage appeared. This indi- 
cates that adequate therapy prevents the devel- 
opment of combined degeneration of the spinal 
cord in patients with pernicious anemia. 


Discussion 


Our earlier communication’ listed some of the 
more important studies concerning the effect of 
therapy on the neural lesions of pernicious anemia. 
At that time it appeared that, although there was 
considerable difference of opinion, most workers 
who had employed large quantities of liver, liver 
extract or dried stomach reported favorable re- 
sults. A survey of literature not included in the 
previous report shows that the preponderant opin- 
ion is optimistic. Mills,* Farquharson, Murphy," 
Schilling,” Allen,“ Schaller and Newman,’ 
Cohen,’® Greenfield and O'Flynn," Haden” and 
many others have all reported satisfactory results 
in the treatment of combined degeneration’ of the 
spinal cord in pernicious anemia. 

Furthermore, Suh and Merritt?® have noted that 
patients with combined degeneration of the spinal 
cord without other obvious evidence of pernicious 
anemia show no progression if treated with ade- 
quate amounts of liver extract by the parenteral 
route. 

However, at least three reports which were not 
available until after our previous communication 
had gone to press have disagreed with the gener- 
ally accepted belief that adequate liver therapy will 
arrest the progress of the neural lesions of per- 
nicious anemia. Grinker and Kandel’ state: 
“Quantities of liver in excess of that necessary to 
maintain a normal blood level are wasted. . . . In 


our series of cases progression of symptoms and 


signs occurred in patients under continuous and 
adequate liver therapy with blood counts within 
normal limits.” The highest recorded counts for 
these 10 cases were 4.1, 3.6, 4.0, 4.3, 5.0, 4.0, 4.4, 
3.6, 3.1 and 3.8 x10° red blood cells, an average 
of 4,000,000 cells. Only one of these counts can 
be considered within normal limits, and thus liver 
therapy was obviously inadequate. No attention 
whatsoever was paid to the size of the cells, which 
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is more important than the actual level. The aim 
should be to restore the blood to normal in all 
respects so that the mean corpuscular volume and 
Price-Jones curves fall within approximately the 
normal range. 

Needles*® in 1936 concluded: “In some cases 
liver therapy prevents the onset of myelopathy; 
in others it does not.” This statement was based 
on a study of 13 cases, in 6 of which therapy was 
admittedly inadequate; and in the remaining 7 
no data are given by which the reader may judge 
of the adequacy of treatment. However, Needles 
does state: “Of the patients who formed the 
basis for this study, it so happened that none who 
received sufficient treatment showed more than 
insignificant neurologic signs—and then in sev- 
eral cases not definitely attributable to subacute 
combined degeneration — while four showed no 
signs whatever.” 

Goldhamer, Bethell, Isaacs and Sturgis’® re- 
ported in 1934 that 34 per cent of 103 inadequate- 
ly treated cases of pernicious anemia with neural 
lesion showed an unfavorable progression of neural 
signs in contrast to 8 per cent of 182 “adequately” 
treated patients. However, the criterion of “ade- 
quate” treatment was an erythrocyte count of 
4,000,000 or higher —a fallacy which has been 
discussed above. The very fact that over four 
times as many patients showed progressive lesions 
with little treatment as did those with more treat- 
ment suggests that truly “adequate” treatment 
might have prevented any unfavorable progression 
of neural lesions. Furthermore, in a recent review 
Sturgis*’ states: “We have never observed ob- 
jective signs of cord changes develop or progress 
during a period when the blood has been uni- 
formly normal. Having this knowledge, the in- 
tensive treatment of the anemia is certainly the 
obvious and logical principle upon which our 
treatment should be based.” 

It is apparent from this analysis that the above 
authors who have reported failure to arrest the 
progress of the neural lesions of pernicious anemia 
have all failed to administer sufficient therapy to 
their patients. A word may well be said here as 
to just what is adequate treatment for the indi- 
vidual patient. First, material must be given to 
maintain the blood values at normal in every re- 
spect. Not only should the red cells number 
4,500,000 or higher, but the mean corpuscular 
volume should be below 100 cu. microns, and the 
color index 1.0 or below. Second, there must be 
no symptoms of any nature, such as_glossitis 
or indigestion, attributable to pernicious anemia. 
Third, and most important, should there be any 
recurrence at any time of persistent numbness, 
tingling or other paresthesia of the extremities, 
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the dose of liver extract must be increased, usually 
doubled. Fourth, if the patient presents any other 
subjective manifestations that might be attributed 
to progression of the spinal-cord lesion, the dose 
should be doubled. The experience we have had 
establishes the fact that over an average period 
of seven years adequate therapy as described above 
has been effective in preventing further spinal-cord 
damage in patients who already have fairly marked 
lesions and has prevented the development or 
unfavorable progression of lesions in patients with 
no or minimal damage. 


SUMMARY AND CONCLUSIONS 


Twenty-one patients with pernicious anemia and 
advanced combined degeneration of the spinal 
cord were treated by the intramuscular injection 
of adequate amounts of liver extract for an aver- 
age period of seven years. Complete arrest of the 
neural lesions occurred in every case. 

Sixty-four other patients with pernicious anemia 
and little or no neurologic disturbances were 
treated in the same manner over an average period 
of seven years. In none of these patients was 
there any evidence that spinal-cord lesions pro- 
gressed or developed under treatment. 

The conclusion stated in 1935, now amplified by 
four additional years of experience, may be re- 
stated at this time: “By means of appropriate 
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parenteral liver extract therapy for each case, the 
spinal-cord lesions of pernicious anemia may be 
prevented from developing or, having appeared, 
may be completely arrested.” 
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REGIONAL ILEITIS* 
SamueL F. Marsuatt, M.D.t 


BOSTON 


EGIONAL ileitis is one of the most interest- 

ing disease entities that has come to the at- 
tention of internists and surgeons during the past 
few years. Benign nonspecific granulomatous tu- 
saors of the bowel had been recognized and de- 
scribed for many years before attention was di- 
rected to regional ileitis as a clinical entity by 
Crohn, Ginzburg and Oppenheimer’ in 1932. Cer- 
tainly it is due to these writers that the clinical 
condition received proper recognition and that 
the course of the disease, together with the roent- 
genological picture and the treatment, has been 


put on an established basis. Inflammatory tumors 
of the bowel were recognized and described in this 
country by Senn? as early as 1895. Later Braun*® 
(1909) published a report of the disease, and in 


*Read by title at the annual meeting of the New England Surgical Society, 
Salem, Massachusetts, September 29-30, 1939. From the Department of 
Surgery, Lahey Clinic, Boston. . 
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1923 Moschcowitz and Wilensky* described gran- 
ulomatous tumors of the bowel in 4 patients. 

Many reports fill the literature since the first 
description by Crohn and his associates, and much 
has been ‘added to the detailed characteristics of 
the disease, both as to its recognition and as to 
the type of treatment, together with the fact that 
it responds so favorably to surgical treatment. Of 
special interest are reports of cases by other writ- 
ers, notably Meyer and Rosi,’ Mock,® Erdmann 
and Burt,’ Brown, Bargen and Weber,® Homans 
and Hass,® Mixter’® and Adams."! in 
1937, in a collective review of American literature 
on this subject, found 219 cases reported since 
Crohn’s original article and added descriptions of 
4 more. Crohn’ further reports 110 personally ob- 
served cases, in 73 of which the diagnosis was 
confirmed by operation. 

The present study of regional ileitis is based on 
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48 cases observed at the Lahey Clinic during the 
last six years, in which the diagnosis was based 
on the clinical data, substantiated by definite 
roentgenological findings. Of this group, 29 pa- 
tients were operated on, and the diagnosis was 
confirmed by operation and by pathological ex- 
amination of the resected segment of bowel. 

In Crohn’s first description of regional ileitis 
it was thought that the granulomatous lesion of 
the bowel remained confined to the terminal ileum, 
ending sharply at the ileocecal valve. However, 
since that paper appeared it has been found that 
the condition may involve not only the terminal 
ileum but any part of the ileum and even the 
jejunum or colon. One of the characteristic find- 
ings in the disease is that the affected bowel may 
not be involved in a continuous inflammatory 
process, but that normal segments of the bowel 
may intervene between the diseased portions. Fail- 
ure to recognize this fact and to look for evidence 
of a more extensive process may account for the 
failures or recurrences reported following resec- 
tion. The colon itself does not remain free of the 
disease, and frequently on abdominal exploration 
the latter is found to involve the cecum and ascend- 
ing colon as well. In our series of 29 operated 
cases we have frequently seen the cecum, ascend- 
ing colon and, in 1 case, the jejunum affected. 

Involvement of the ileocecal junction is quite a 
common occurrence, and was noted in 16 of our 
29 patients. In 3 other cases the lesion had ex- 
tended into the cecum and had produced thicken- 
ing of the wall with ulceration. In 10 cases the 
terminal ileum alone was involved, while in 2 
the disease appeared to be confined to the upper 
loops of jejunum or ileum. In 2 other cases most 
of the ileum and at least a portion of the jejunum 
were involved. In one such case coming to autopsy 
without operation, almost the entire small intes- 
tine consisted of a continuous cicatrizing, gran- 
ulomatous, inflammatory mass. In still another 
patient, whom we have had under observation, 
roentgenological examination revealed that almost 
the entire small bowel was involved. However, 
in the majority of cases the process affects the 
terminal ileum, involving the last 7 to 35 cm. 

Because of the fact that the condition may af- 
fect other segments of the bowel than the terminal 
ileum, the disease has been designated under names 
that are probably more descriptive than terminal 
ileitis or regional ileitis; these have been, notably, 
cicatrizing enteritis, regional enteritis, chronic ul- 
cerative enteritis and nonspecific granuloma of the 
intestine. 

The pathological picture varies with the stage 
of the disease. In the acute stages the affected 
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bowel is thickened and hyperemic. There may 
be edema of the bowel wall and of the mesentery, 
and enlarged lymph nodes are noted in the latter. 
More commonly the process is chronic, involves all 
layers of the bowel wall and is characterized by 


Ficure 1. Regional Ileitis. 


This was resected from a man, aged forty-three, with 
a history of cramping pain, diarrhea and weight loss 
for more than three years. There was a palpable mass 
in the right lower quadrant. 

A is the unopened specimen, consisting of the involved 
terminal ileum and the cecum. B is the opened speci- 
men. Note the thickened walls of the ileum, with 
marked narrowing of the lumen. The ileocecal junc- 
tion is involved in the process. The arrow points to the 
beginning of normal intestine. 


mucosal ulceration and by great thickening of the 
submucosal and muscular layers (Fig. 1). Infiltra- 
tion of all coats of the intestine with mononuclear 
cells is found, most noticeably in the mucosal 
layer. Giant cells occur not uncommonly, and fre- 
quently mimic the picture of a tubercle. The bowel 
lumen may be considerably reduced by the extreme 
thickening of the bowel wall and by cicatricial con- 
traction. Ulcerated areas may proceed to perfora- 
tion, thus resulting in abscesses and fistula forma- 
tion between adherent loops of bowel or to the 
exterior. 

There is no question that the disease process has 
been encountered many times in the past by clin- 
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icians and surgeons and has been thought to be 
tuberculosis of the terminal ileum and cecum, re- 
section being done on this basis. In our 29 operated 
cases, 4 patients were referred to the clinic follow- 
ing previous laparotomy, at which time the surgeon 
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phatic disease of the mesentery, with the produc- 
tion of marked lymphedema of the bowel wall, 
and it has been suggested that there may be some 
association between regional ileitis and lymph- 
adenitis of early childhood, so commonly seen, 


Figure 2. Types of Fistulas Encountered at Operation. 


The diagram on the left shows the fistulous tracts formed between the lesion and an 
adjacent loop of small bowel, the terminal ileum, the ascending colon and the sigmoid. 
That on the right illustrates fistulous tracts noted extending through the abdominal wall (the 
commonest type) and into the bladder and types of perirectal fistulas. 


had diagnosed the condition as tuberculosis of the 
small bowel. Two patients were confined to tu- 
berculosis sanatoriums for some time before being 
referred for abdominal surgery. Crohn states that 
the disease is definitely not caused by the tubercle 
bacillus, and in none of his specimens has this 
bacillus been demonstrated or recovered. The 
disease is chronic; it progresses insidiously with 
the development of a palpable abdominal mass, 
and is complicated by the production of internal 
and external fistulas and, later, by obstruction due 
to the marked contraction and narrowing of the 
lumen of the bowel. 

The cause of the disease has not been estab- 
lished, although there are many theories as to its 
origin. The work by Felsen" appears to suggest a 
dysentery bacillus as the causative agent, but even 
in cases reported by him such bacilli have not been 
isolated from the resected specimens. Another 
theory has been that the condition is due to lym- 


which: may possibly be associated with small le- 
sions of the mucosa which are unrecognized. 

It has been emphasized in the literature that the 
disease has an especial predilection for the Hebrew 
race, but in our series of 29 operated cases there 
were only 3 Jewish patients. With the accumu- 
lation of further reports in this country and abroad, 
it appears that the disease may occur in any race 
and in any class of people. The sex distribution 
also is of interest, most of the reports showing the 
disease to occur more commonly in men than in 
women, the proportion being 2:1 or 3:2. In our 
series of operated cases there were 13 men and 16 
women, which is somewhat a reversal of other re- 
ported series. 

Regional ileitis is apparently a disease of young 
adults, and most commonly occurs in the third and 
fourth decades (Table 1). Twenty of our cases con- 
firmed by operation occurred in individuals be- 
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tween twenty and forty years of age. The young- 
est patient was sixteen, and the oldest sixty-nine. 
Regional ileitis is characterized by pain in the 
right lower quadrant, associated with nausea, diar- 
rhea, loss of weight and anemia. In the later 
stages a palpable mass frequently is readily made 
out. The course of the disease is that of a chronic, 
progressive inflammatory process which may per- 
sist for months or even years. However, the onset 


Taste 1. Age Distribution in 29 Operated Cases. 


. OF CASES 


may be acute and characterized by symptoms easily 
confused with those of acute appendicitis. The 
patient complains of pain, associated with nausea 
and occasionally vomiting, and localized in the 
right lower quadrant of the abdomen, and to all 
intents and purposes the condition closely simu- 
lates a genuine attack of appendicitis. However, 
the common course is that of a long-standing 
chronic disease, and a careful evaluation of the 
history and symptoms frequently suggests the 
true nature of the process within the abdomen. 

Typical cases of regional ileitis have been de- 
scribed in detail so frequently that the lesion is 
in the majority of cases correctly diagnosed. Cer- 
tainly the lesion in the terminal ileum is quite 
characteristic, and should the findings noted in the 
appendix not be consistent with the preoperative 
diagnosis of appendicitis, the ileum should cer- 
tainly be carefully examined. By so doing many 
errors can be avoided. This confusion with acute 
appendicitis is not unusual, and of our 29 patients 
operated on, 15 had had a previous appendectomy, 
the true nature of the disease apparently being 
recognized in only 2 cases. Seventeen patients had 
had operations previous to admission to the 
clinic. Seven had had two or more abdominal op- 
erations, and 1 patient had had seven previous 
abdominal operations without the true pathologi- 
cal condition’s being recognized. As stated be- 
fore, the condition is frequently confused with 
tuberculosis. 

Symptoms of intestinal obstruction are not un- 
common, though a complete obstruction rarely 
occurs. The patients complain of distention as- 
sociated with crampy abdominal pain and vomit- 
ing, and roentgenological examination frequently 
shows marked diminution in the lumen of the 
bowel, with dilated loops proximal to the area of 
stenosis. 

One of the commonest complications is the oc- 
currence of fistulas (Fig. 2), which may be either 
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internal or external in their course. With the 
progression of the inflammatory process in the 
bowel and with ulceration of the mucosa, perfora- 
tions frequently occur, and these may penetrate 


Figure 3. “String Sign” in the Terminal lleum. 

It is indicated by the arrow and 1s a typical x-ray 
finding in cases of regional ileitis. Note the dilated 
and obstructed loop of small bowel proximal to the 
narrowed terminal ileum. 


into the adjacent adherent loops of bowel, com- 
monly into the sigmoid or cecum or into other 
loops of the small bowel. In a young woman with 
an acute fulminating enteritis involving the ter- 
minal ileum, acute perforation occurred, death re- 
sulting from generalized peritonitis. Perforation 
may also occur with the formation of an abscess; 
3 of our patients were admitted with an abscess 
in the right lower quadrant of the abdomen, which 
was taken to be an appendiceal abscess until the 
true nature of the process was recognized at op- 
eration. Perforation took place into the sigmoid 
in 1 case and into the urinary bladder in 1. Per- 
foration into the adjacent ascending colon is not 
uncommon, and this occurred in 2 cases. 

External fistulas on the anterior abdominal wall 
are common (Fig. 2), and usually follow one or 
more previous abdominal operations in which an 
appendectomy has been done under the impres- 
sion that the symptoms were due to appendicitis. 
The initial complaint in 7 cases in which resec- 
tion for regional ileitis was successfully done was 
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that of a draining fistula in the right lower quad- 
rant. All these fistulas followed appendectomy 
‘with drainage. One patient gave a history of hav- 
ing had frequent fistulas for more than two years 


Ficure 4. X-Ray Findings in Regional lleitis. 

The patient was a man, aged twenty-six, with symp- 
toms for over six years. The small bowel is obstructed 
by a cicatrizing process. Note the marked narrowing 
(“string sign”) of the terminal ileum. The arrow 
points to a fistulous tract between adherent involved 
loops of ileum. Operation, a two-stage resection of the 
ileum and ascending colon, was followed by recovery. 


before the nature of the condition was recognized. 
Such patients present themselves to the surgeon 
with a history of previous right lower quadrant 
pain followed by appendectomy, with no improve- 
ment in their distress and with the development 
of a fecal fistula in the right lower quadrant. In 
most cases fistulous tracts will be demonstrated 
to a rise from a terminal ileum affected with a cica- 
trizing, granulomatous, inflammatory _ process. 
Such a history given by a patient should make the 
examiner suspect regional ileitis, and the diag- 
nosis can be readily established by serial roentgeno- 
grams of the intestine and by roentgenological ex- 
amination following Lipiodol injection of the fis- 
tulous tract. 

The final diagnosis is established by roent- 
genological examination (Figs. 3 and 4). A ba- 
rium meal is administered by mouth and roent- 
genological examination is made after the third, 
fourth, fifth, sixth and tenth hours. Character- 
istic filling defects are noted in the terminal ileum, 
and in the advanced cases marked stenosis of the 
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bowel reduces the lumen so that only a thin, ir- 
regular linear shadow is seen, presenting the “string 
sign” that has been described by Kantor.’* The 
passage of barium through the ileum is delayed, 
and dilatation of the ileum proximal to the filling 
defects is readily made out. Areas of constric- 
tion alternating with segments of normal or slightly 
dilated bowel may be demonstrated. The filling 
defects of the terminal ileum just proximal to the 
cecum are characteristic, and the roentgenological 
findings taken in conjunction with the history es- 
tablish the diagnosis quite accurately in the large 
majority of cases. Examination after administra- 
tion of a barium enema should also be made, in 
order to rule out other lesions of the colon and 
to demonstrate the possible involvement of the 
cecum and colon with the granulomatous, inflam- 
matory process. 


Ficure 5. Extensive Involvement of the Intestine with 
Cicatrizing Enteritis. 

There is residual barium in the stomach, also areas 
of thickening and narrowing of the small bowel alter- 
nating with dilated obstructed loops. The lesion ap- 
parently starts in the proximal jejunum and extends 
through the terminal ileum. The process was too 
extensive for surgical removal. 


There has been much discussion as to whether 
the surgical management should consist of radical 
removal of the involved bowel or the more con- 
servative procedure of ileocolostomy. It is likely 
that spontaneous remission of the disease occurs 
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in many cases, but certainly in the advanced cases 
with marked granulomatous changes in the bowel 
and with stenosis and obstruction and ulceration, 
the only possibility of a permanent cure lies in 
removing the affected segment of bowel. In view 
of the tendency for these ulcerated areas to per- 
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hill and there is little to offer in surgical man- 
agement (Fig. 5). It is also generally conceded 
that operation in the acute phases of regional ileitis 
should be avoided. If it becomes necessary to per- 
form a laparotomy in order to establish the diag- 
nosis and rule out acute appendicitis, conservatism 


Figure 6. Two-Stage Resection for Regional lleitis. 

In the diagram on-the left, the shaded area shows the section of bowel and the mesen- 
teric attachment that are removed when the terminal ileum is involved with enteritis. That 
on the right shows how a Mikulicz spur ts formed between the ileum and the transverse 
colon, following removal of the affected bowel. The loop of ileum is staggered to — 
immediate drainage of the bowel through a catheter. 


forate, and. 
between adjacent loops of intestine or externally, 
resection: should be considered early 
sirable for most cases, if the genéral condition 
of the patiept permits such a radical operation. 
Certainly the Jarge: wpionity of patients with this 


TABLE 2. Type of Operation and Number of Deaths in: 


29 Cases of Regional lleitis. 


Tyre OF OPERATION No. oF No. oF 


Cases DEATHS 
Resection with primary anastomosis.............. 5 0 
Preliminary colostomy and later resection........ 0 


disease ultimately require surgical treatment for 
permanent relief of their symptoms, and so far, the 
best results have been obtained by operation. It 
is conceded that the occasional patient with wide- 
spread involvement of the small intestine may of 
necessity be given medical treatment, because it 
is impossible to remove all the diseased bowel, but 
the course of these cases is progressively down- 


- frequency of fistula formation either ’ 


and is de-,; 


should be practiced, and the abdomen closed with- 
out intra-abdominal surgery or after a simple ileo- 
colostomy has been established. Certainly in the 
presence of definite acute regional ileitis, appen- 
dectomy should not be done, as there is consider- 
able risk of establishing an external fistula. Among 
15 of our patients who had previously had an ap- 
pendectomy, there were 8 with external fistulas. 
The 2 deaths in our operated cases occurred in 
patients in the acute phase of the disease, one in the 
presence of an acute regional ileitis associated with 
an abscess, and the other in an acute fulminating 
process in which an ileocolostomy was done. 


Resection of the affected loops of intestine was 
carried out in 22 cases without a fatality (Table 2). 
In 17 of these patients resection was performed in 
two stages. 


We prefer to carry out resection of the terminal 
ileum, cecum and ascending colon by the plan de- 
vised by Mikulicz for the- left colon (Fig. 6). 
Lahey*® has utilized this type of resection for all 
lesions of the right colon, and has described in 
detail the method, which can be carried out with 
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a much greater margin of safety than that ac- 
companying a resection in one stage. Because in 
a small percentage of cases the cecum and ascend- 
ing colon may be involved in the disease process, 
and also because the ileocecal junction is ulcerated 
in over half the cases, the cecum and ascending 


Ficure 7. Roentgenogram after a Barium Enema. 


This shows the ileocolostomy opening after resection 
of the ileum and ascending colon for regional ileitis. 


colon are removed with the terminal ileum. It 
must be re-emphasized that the margin of safety in 
performing two-stage resections of the terminal 
ileum and ascending colon is much greater than 
that in attempting to do such an extensive pro- 
cedure at one sitting. These patients are usually 
seriously ill, in a poor state of nutrition, have had 
their condition for a long period of time and 
present extremely poor operative risks. The ex- 
tent of the operation may be considerable when 
freeing adhesions, and frequently abscesses, as well 
as fistulous communications between adherent loops 
of the bowel, are broken into. To attempt such 
an extensive resection with immediate primary 
anastomosis greatly increases the operative hazard, 
and is unjustifiable in view of the excellent results 
and the comparative safety with which a two-stage 
Mikulicz type of resection can be carried out in a 
large majority of cases. The affected loop of the 
terminal ileum is resected, together with the cecum 
and ascending colon, and a Mikulicz spur is formed 
between the terminal ileum and the resected end 
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of the transverse colon, which has been brought 
out through an abdominal incision. The ileal loop 
is staggered in order to permit immediate drain- 
age of the intestine with a catheter, which is tied 
in at the end of the ileum. At the end of a week 
the spur between the resected ends of the ileum 
and colon is gradually cut down, and it is com- 
pletely divided by the time the patient is dis- 
charged from the hospital, which is usually six- 
teen or seventeen days after operation. These pa- 
tients are then readmitted six weeks later for 
closure of the enterostomy opening, which is com- 
posed of the ends of the transverse colon and the 
ileum (Fig. 7). 

The postoperative course of these patients who 
have had a two-stage resection after the Mikulicz 
plan is uneventful and extremely satisfactory. They 
usually show great improvement in general health 
in the six weeks following resection before closure 
of the enterostomy opening. Considerable gain in 
weight may be expected, and one patient in our 
series gained 40 pounds in this interval. 

The best results obtained in the surgical man- 
agement of patients with regional ileitis have been 
those following resection of the involved loops of 
bowel. Certainly palliative operation does not ac- 
complish this, and secondary operation may prove 
to be necessary later, as occurred in one of our pa- 
tients who had had a previous ileocolostomy, the 
disease process continuing in an involved loop of 
bowel until a successful resection was carried out. 
The course of all our patients who have had re- 
moval of the involved segments of bowel has 
been followed at intervals regularly since operation, 
and in the majority of cases there has been com- 
plete restoration of health. 

Recurrence of the disease has been noted in 2 
patients. One was a young man whose case pos- 
sibly should not be classified as a recurrence, be- 
cause the extent of the involvement precluded re- 
moval of all the involved bowel. A considerable 
portion of the ileum (150 cm.) was removed at 
operation, but other mildly affected loops of bowel 
were also noted at operation and could not be 
resected because of the extent of the lesion. The 
lesions that were left intact were minimal and 
were characterized by some thickness of the bowel 
wall, by hyperemia and by small lymph nodes in 
the mesentery. The chief symptom has been mild 
abdominal discomfort, which has been controlled 
very satisfactorily by diet. The patient has gained 
in weight, has apparently remained in good health 
under medical management and has maintained 
a satisfactory weight level. Recurrence following 
resection took place in a young Jewish woman 
whose symptoms were chiefly those of mild ab- 
dominal discomfort, accompanied occasionally by 
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three or four bowel movements a day. With the 
exception of the continued discomfort and diar- 
rhea, her general health has been excellent. Her 
course was followed over a period of four years 
following resection. She was finally submitted 
to secondary operation because roentgenograph- 
ical examination showed fresh involvement of the 
terminal ileum. At operation resection again was 
necessary, with removal of the terminal 60 cm. of 
the ileum, establishing an ileocolostomy with the 
transverse colon. 

We believe that the operative risk is considerably 
reduced by using the two-stage method of resec- 
tion. No death has resulted following radical re- 
section in our hands. 


SUMMARY 


Forty-eight cases of regional ileitis observed over 
a period of seven years are reported. 

Twenty-nine patients were operated on, with 2 
deaths following operation. 

Resection of the involved loops of intestine was 
performed in 22 patients without a fatality. 

It is our opinion that the two-stage method of 
resection is the operation of choice. Extensive re- 
sections employing the Mikulicz plan were used 
in 17 cases, with uneventful convalescence in every 
case. 
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Recurrences are probably associated with incom- 
plete removal of the affected bowel, and for this 
reason we advocate wide excision of the affected 
loop. We believe that the cecum should be re- 
moved in all cases in which the terminal ileum is 
involved. 


605 Commonwealth Avenue. 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
Stated Meeting, February 7, 1940 


STATED meeting of the Council of the 

Massachusetts Medical Society was held in 
John Ware Hall, Boston Medical Library, 8 Fen- 
way, Boston, on Wednesday, February 7, at 10:30 
am. The President, Dr. Walter G. Phippen, Es- 
sex South, was in the chair, and 222 councilors 
were present (Appendix No. 1). 

The Secretary presented the record of the meet- 
ing of the Council of October 4, 1939, as pub- 
lished in the New England Journal of Medicine, 
issue of November 2, 1939. The President declared 
the record approved as published. 

Obituaries of six councilors, who had died since 
the last meeting, were read by the President, as 
follows: 


Dr. J. Forrest BurNHAM, of Lawrence, died January 26, 
in his seventy-second year. 

After attending Harvard University, Dr. Burnham re- 
ceived his degree from the Harvard Medical School in 
1901. 

He was a member of the Council of the Massachusetts 
Medical Society from the Essex North District from 1920 
to 1939, from 1914 to 1920 he was an alternate delegate 
and from 1920 to 1936 a delegate to the House of Delegates 
of the American Medical Association. He had served as 
secretary of the Essex North District Medical Society. 

Dr. Burnham was secretary of the staff of the Lawrence 
General Hospital for many years and was a member of the 
Lawrence Medical Club and a fellow of the American 
Medical Association. 

His widow survives him. 


Dr. Water A. Lane, of Milton, died January 21, in his 
sixty-eighth year. 

He attended Dartmouth College and received his degree, 
cum laude, from the Harvard Medical School in 1899. 

Dr. Lane was a fellow of the American Medical Asso- 
ciation and a member of the New England Pediatric Soci- 
ety. He served as vice-president of the Massachusetts Medi- 
cal Society in 1932 and 1933, as a member of the Com- 
mittee on Public Relations from 1932 to 1937 and as a 
delegate to the House of Delegates of the American Medi- 
cal Association in 1937. He had also served as president 
of the Norfolk District Medical Society. 

He was a director and consultant of the Sharon Sana- 
torium, and from 1906 to 1924 he had served as Milton 
school physician. 

His widow, a son and a daughter survive him. 


Dr. of Sunderland, died November 15 
in his sixty-fourth year. 

Born in Motala, Sweden, he went to Sunderland when 
he was twelve years old. He attended Harvard University 
and received his degree from the Harvard Medical School 
in 1903. 

He was a fellow of the American Medical Association 


and was secretary of the Franklin District Medical Society 
for twenty years. 
His widow and two daughters survive him. 


Dr. Harry R. Nye, of Leominster, died January 8 in his 
sixty-ninth year. 

He received his degree from the University of Vermont 
College of Medicine in 1900. He was a member of the 
staff of the Leominster Hospital for twenty-seven years. 

He was a fellow of the American Medical Association, 
had served as a member of the Committee on Public Rela- 
tions of the Massachusetts Medical Society for several years 
and had been president of the Worcester North District 
Medical Society. 

His widow and one son, Dr. Lucius S. Nye, survive him. 


Dr. Daviv D. Pratt, of New Bedford, died January 29 
in his fifty-ninth year. 

He attended Dartmouth College and received his degree 
irom the Harvard Medical School in 1906. 

He had been a practicing physician in New Bedford 
since 1907. He was a fellow of the American Medical 
Association and a member of the New Bedford Medical 
Society. 

His son and daughter survive him. 


Dr. Tuomas J. Scanian, of West Roxbury, died Octo- 
ber 18 in his sixty-eighth year. 

He attended Tufts College Medical School, receiving 
his degree in 1903. At the time of his death Dr. Scanlan 
was chairman of the Board of Trustees of the Boston State 
Hospital. He had served as a member of the staff of the 
Boston Dispensary, consulting surgeon at Deer Island Hos- 
pital, medical examiner for the City of Boston Law Depart- 
ment, member of the gynecological staff of St. Elizabeth’s 
Hospital, chief consultant at the Foxboro State Hospital 
and surgeon at the Winthrop Community Hospital. 

Dr. Scanlan was a fellow of the American Medical Asso- 


ciation and of the New England Obstetrical and Gyneco- 
logical Society. 


His widow, a sister and two brothers survive him. 


The Council stood in silent tribute to the memory 
of these men. 

The report of the Auditing Committee (Ap- 
pendix No. 2), signed by Dr. Ezra E. Cleaves, 
chairman, and Dr. Edwin B. Dunphy, was read 
by the treasurer, Dr. Charles S. Butler. It was 
voted to accept the report as presented. 

The report of the Treasurer (Appendix No. 3) 
was presented by him and was duly accepted. On 
the motion of Dr. Charles E. Mongan, Middlesex 
South, the Council expressed its appreciation of 
the services of Dr. Butler in conserving the funds 
of the Society. 

On motion of Dr. Butler, the Council voted 
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permission to reduce the book value of one se- 
curity purchased twelve years ago, and for years 
in default, namely bonds of the Conveyancers Title 
Insurance and Mortgage Company. 


Reports oF StanpinG CoMMITTEES 
Financial Planning and Budget 


The report (Appendix No. 4) was presented 
by the chairman, Dr. John Homans, Suffolk. This 
report took the form of the budget recommended 
for the current year and mimeographed copies 
had been placed in the hands of every councilor. 
On motion of Dr. Edward Mellus, Middlesex 
South, and after some discussion, it was voted to 
amend the budget by increasing the item of “re- 
turns to district societies” from $4000 to $5000. 
Following this the budget was approved as 
amended. 


Membership 


The chairman, Dr. H. Quimby Gallupe, Mid- 
dlesex South, presented the report of the commit- 
tee (Appendix No. 5). During the discussion, 
two names were taken from the list of those to 
be deprived of membership. The report was then 
adopted recommending that eight fellows be al- 
lowed to retire, thirty-five be allowed to have their 
dues remitted, eight be allowed to resign, fourteen 
be allowed to change their districts without change 
of legal residence, and three be recommended for 
affiliate fellowship in the American Medical Asso- 
ciation. 


Arrangements 


The report of the committee (Appendix No. 6) 
was presented by the chairman, Dr. Augustus 
Thorndike, Jr., Suffolk, and was duly adopted. 

The dates set are May 21 and 22, in Boston. 


State and National Legislation 


The chairman, Dr. Charles C. Lund, Suffolk, 
made a verbal report. He stated that, since there 
is no state legislature in 1940, the committee has 
not been so busy as usual. One meeting had been 
held to take up a few items. A copy of the bill, 
presented to the United States Senate by Senator 
Wagner, of New York, is under study by the com- 
mittee. This bill proposes to authorize the ex- 
penditure of $10,000,000 in support of President 
Roosevelt’s plan to establish small rural hospitals 
in areas where the need can be shown and where 
arrangements can be made for the support of such 
an institution. The report was accepted. 


Public Health 

The report (Appendix No. 7) was presented 
by the chairman, Dr. Francis P. Denny, Nor- 
folk, and was duly accepted. 
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The resolution previously submitted by Dr. 
Henry M. Landesman, Norfolk, was recommended 
for adoption by the committee and was approved 
by the Council. (Vote: 85 in favor, 42 opposed.) 


Reports oF SpEcIAL COMMITTEES 


Cancer 


The chairman, Dr. Shields Warren, Suffolk, 
presented the report (Appendix No. 8), which 
was accepted by the Council. 


Postgraduate Instruction 


The report (Appendix No. 9) was presented 
by the chairman, Dr. Frank R. Ober, Suffolk, and 
was accepted. The Council then voted to adopt 
the recommendations of the committee as to the 
continuation of its work. 


Committee Appointed to Support an Appropria- 
tion by Congress for the Construction of a 
New Building to House the Army Medical 
Library and Museum 
In the absence of the chairman, Dr. Henry R. 
Viets, Suffolk, the report (Appendix No. 10) was 
read by the Secretary and was accepted by the 
Council. 


Committee to Study the Practice of Medicine by 
Unregistered Persons 


The report (Appendix No. 11) was presented by 
the chairman, Dr. Richard Dutton, Middlesex East. 
It was voted to accept the report. 

Dr. Edward A. Adams, Worcester North, moved 
that a copy of the report be sent to the Governor. 

During the discussion which followed, Dr. 
Charles C. Lund, Suffolk, complimented the com- 
mittee on its work but called attention to cer- 
tain other phases of the problem. He stated that 
chiropractors, trichologists and others are adver- 
tising and practicing medicine. In his opinion the 
Board can do nothing to correct this evil with- 
out a large increase in its appropriation and a 
reorganization of the Board itself. He stated that 
the Public-Health Committee of the legislature 
recognized the need for more money for the Board 
but believed that the physicians must raise this 
money themselves. He expressed the hope that 
the committee would continue active and would 
go into other aspects of the situation. He pointed 
out that the report of the expenditures of the Board 
does not include all money spent by the Com- 
monwealth since there are people who work for 
the Board and who are paid from other funds. 

It was finally voted to adopt the report of the 
committee and to send a copy to the Governor. 
The chair announced that the committee would 
be continued. 
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Public Relations 


The report (Appendix No. 12) was read by 
the secretary of the committee, Dr. Elmer S. 
Bagnall, Essex North. 


Following the reading of the report, the Coun- 
cil went into executive session and discussed the 
report in detail. After the executive session was 
declared dissolved by the President, the Council 
voted to accept the report of the committee. 


Discussion was resumed. In the opinion of 
some councilors the acceptance of the report and 
the adoption of the recommendations would at 
the same time indicate the approval of the Society 
of the conclusions on which the recommendations 
were based. The President ruled that this was 
the case. 


Dr. J. Harper Blaisdell, Middlesex East, assumed 
that if the vote was passed the Council would there- 
by express disapproval of the present plan of Health 
Service, Inc. but stated that the committee of five 
would have to consider it or any other plan which 
was brought to its attention. 


Dr. Nathaniel W. Faxon, Suffolk, stated that a 
plan should not be condemned until it had been 
tried. He pointed out that many other plans had 
been prejudged and found lacking, whereas when 
put into operation they were successful. 


The President pointed out that the Committee 
on Public Relations had decided to recommend 
the appointment of the committee so as to pre- 
vent prejudgment on any plan. 

Dr. Michael A. Tighe, Middlesex North, pointed 
out that the recommendations of the committee 
were based on certain conclusions. He stated that 
no committee could assume the responsibility of 
policy-making for the Society, since this is a duty 
of the Council. He called attention to certain 
misinformation which had been rather widely cir- 
culated with reference to the American Medical 
Association. He stated that the Judicial Council 
of the American Medical Association had ordered 
the California State Medical Association to restore 
membership to certain individuals because the 
proper procedure had not been followed in the ac- 
tion taken to expel these individuals. The real 
issue concerning ethical practice had not been tried 
by the American Medical Association. 

Various motions were proposed and amendments 
suggested. The Council finally called for the ques- 
tion on the original motion and voted to adopt 
the recommendation contained in the committee’s 
report. 


The Council recessed for the Cotting Luncheon 
from 1:30 to 2:30 p.m. 
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Restoration to Fellowship 


Two restorations to fellowship (Appendix No. 
13) were authorized by the Council. 

New committees to consider restoration for five 
fellows (Appendix No. 14) were appointed by 
the President and confirmed by the Council. 


APPOINTMENT OF DELEGATES 


The President next introduced the matter of ap- 
pointing delegates to the House of Delegates of 
the American Medical Association for two years 
beginning June 1, 1940. 

On motion of Dr. Edmond F. Cody, Bristol 
South, Dr. Phippen was placed in nomination as 
one of the delegates from Massachusetts. The 
President announced the nomination of delegates 
and alternates as follows: 


Delegates Alternates 
David D. Scannell, Elmer S. Bagnall, 
Norfolk Essex North 


Dwight O'Hara, 
Middlesex South 


Charles E. Mongan, 
Middlesex South 


Walter G. Phippen, 
Essex South 


It was voted to close the nominations and to 
declare those named above as duly elected. (See 
last paragraph under “Incidental Business.”) 

The chair then nominated the following fellows 
as delegates to the meetings of the other New 
England state societies: 

Maine: Harold G. Giddings, Middlesex South 
Olin S. Pettingill, Essex South 


New Hampshire: Charles S. Benson, Essex North 
Edward A. Adams, Worcester North 


Vermont: Peer P. Johnson, Essex South 
John G. Adams, Essex South 


Rhode Island: J. Frank Donaldson, Essex South 
Henry F. Dauphin, Bristol North 


Connecticut: Clarence E. Burt, Bristol South 
George L. Schadt, Hampden 
The Council voted to confirm the nominations 
and to elect the nominees. 

On motion of the President, Dr. Alexander S. 
Begg, Norfolk, was selected as delegate to the An- 
nual Congress on Medical Education and Licensure 
of the American Medical Association, to be held 
at the Palmer House, Chicago, February 12 and 13. 


Arthur W. Marsh, 
Worcester 


Michael A. Tighe, 
Middlesex North 


John I. B. Vail, 
Barnstable 


CoNnFIRMATION OF APPOINTMENTS 


Confirmation of ad interim appointments was 
authorized by the Council as follows: 


Dr. Frank H. Lahey — Chairman, Committee on Pub- 
lications 

Dr. William B. Breed — Member, Committee on Pub- 
lications 
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Drs. Halstead G. Murray and Thomas L. Shipman — 
Members, Committee on Industrial Health 

Dr. Henry C. Marble — Member, Committee to Con- 
sider Expert Testimony 

Dr. Henry E. Gallup — Member, Committee on Con- 
valescent Care 

Dr. Richard P. Stetson — Voting member, Associated 
Hospital Service Corporation of Massachusetts 

Dr. Roger I. Lee — Councilor, Suffolk District 

Dr. Robert W. Buck —Councilor, Middlesex South 
District 

Drs. Henry M. Emmons and Norman A. Welch — 
Councilors, Norfolk District 

Dr. Frank M. Howes—Councilor and Supervising 
Censor, Bristol South District 

Dr. Carl C. Persons — Censor, Bristol South District 


INCIDENTAL BUSINESS 


Dr. Elliott P. Joslin, Suffolk, called the Coun- 
cil’s attention to a previous vote (October 7, 1936) 
empowering the President to appoint a commit- 
tee of fellows who would have power to act on 
behalf of the Society in an advisory capacity to 
any medical school or college and to help direct 
such institution’s efforts to develop and improve 
its facilities for teaching. In connection with this 
vote he reported on certain negotiations with Mid- 
dlesex University School of Medicine. He re- 
ferred to his address to the Society at the Wor- 
cester meeting and stated that subsequently he 
had received a request from the Middlesex Uni- 
versity School of Medicine to become a member 
of the board of trustees and that he had declined 
the appointment. He likewise referred to his letter 
which was published in the New England Journal 
of Medicine, setting forth certain conditions which 
he thought ought to be fulfilled by the institution 
in question. He stated that the alumni of the 
school had publicly accepted the responsibility and 
that the president of the university had subse- 
quently accepted the conditions. He informed the 
Council that this institution had fulfilled certain 
of the conditions laid down and that it is now 
in the process of endeavoring to secure the teach- 
ing beds required. He proposed that the President 
appoint a committee to consider the present situa- 
tion at Middlesex and report at the next meeting 
of the Council with the possible submission of cer- 
tain names for consideration for nomination to 
trusteeship of the Middlesex University School of 
Medicine. 


Dr. Joslin’s motion was duly seconded. It was 
pointed out by Dr. Butler that the Massachusetts 
Medical Society had no part in the selection of 
trustees to the boards of any of the other medical 
schools in the state and he questioned the advis- 
ability of establishing this precedent. 

Dr. Brainard F. Conley, Middlesex South, ques- 
tioned the advisability of taking action when the 
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institution had not as yet been acted on by the 
approving authority authorized by the state leg- 
islature. 

Dr. Lund pointed out that the American Medical 
Association has machinery for evaluating medical 
schools and that he did not believe it wise for 
the Society to adopt this type of co-operation at 
the present time. 

Dr. Charles E. Mongan, Middlesex South, pointed 
out that many of the councilors had not returned 
to the meeting after luncheon and that he would 
be reluctant to see a vote without a thorough discus- 
sion before a larger number. He therefore moved 
that the recommendation be placed on the table 
for the next regular meeting of the Council. This 
motion was duly passed by the members present. 

Dr. Elmer S. Bagnall, Essex North, called at- 
tention to the difficulties which occur in many 
localities in the administration of medical care 
for welfare recipients, old age recipients and vet- 
erans. He referred to the recent instance in Law- 
rence where it appears that irregularities and in- 
justices had occurred. He therefore offered a 
resolution (Appendix No. 15). After considerable 
discussion the chair ruled that the resolution should 
be referred to the Committee on Public Relations 
for further study. 

Dr. Edmond F. Cody, Bristol South, introduced 
a resolution (Appendix No. 16) which was adopted 
at the annual meeting of the Bristol South Dis- 
trict last May. After some discussion it was moved: 
to lay the matter on the table. This was confirmed 
by vote. 

Dr. Arthur W. Marsh, Worcester, asked that 
his name be withdrawn as an alternate delegate 
to the House of Delegates of the American Medi- 
cal Association because of physical disability. The 
President announced that he would abide by Dr. 
Marsh’s request and that he would appoint an 
alternate at a later date. (Dr. Ernest L. Hunt, 
Worcester, was appointed by the President follow- 
ing the meeting.) 

The meeting adjourned at 3:15 p.m. 

ALEXANDER S. Beco, Secretary. 
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E. S. A. Robinson W. E. Browne C. A. Sparrow 
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E. J. Sawyer E. M. Chapman R. J. Ward 
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W. N. Secord Lincoln Davis R. P. Watkins 
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J. R. Barry 
A. S. Begg APPENDIX NO. 2 
M. I. Berman 
REPORT OF THE AUDITING COMMITTEE 


The report of the examination of the books and accounts 
of the Massachusetts Medical Society for the twelve months 
ended December 31, 1939, made by Messrs. Hartshorn and 
Walter, of Boston, has been submitted to the attention 
of the Auditing Committee. 

As the Auditing Committee, we have carefully examined 
the report of these certified public accountants, and approve 
the figures submitted by them. 

Ezra E. Cieaves, Chairman, 
Epwin B. Dunpny. 


S. Bagnall 
V. Baketel 
S. Benson 
R. Chaput 
J. Look 
L. Richardson 
W. Snow 
T. Stokes 
F. Warren 
A. Weiss 
Ess SouTH 
22 race Poirier 
0 Boyle 
Curtis 
onaldson 
Foss 
Golden 
Johnson 
Jordan 
Mansfield 
W. A. R. Chapin 
J. L. Chereskin 
A. J. Douglas 
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Phillips Fund 


Walter 
Hartshorn and $10,000 Commonwealth of Massachusetts 3's 


Accountants and Auditors 


Mar. 7; 1940. 


50 Congress Street Cotting Fund 
Boston, Mass. Deposit, Institution for Savings in Roxbury, 
Deposit, Provident | Institution for Savings, 
The Auditing Committee: 1,000.00 20.00 
Dr. Ezra E. Cleaves Deposit, Suffolk sorties Bank, Boston, No. 
68364 1,000.00 20.00 
The Massachusetts Medical Society $22,166.87 $616.25 
8 Fenway 
Securities Premium 
Gentlemen: and Income Charged 
Cash Off 
At the request of your treasurer, Dr. Charles S. Butler, Cash, New England Trust Co., Boston...... $5,514.50 
we have examined the books and accounts of the Massa- Deposit, a ee Savings elas sa 
chusetts Medical Society for the twelve months ended Deposit, Franklin Geiieet Sauk. task te. 
December 31, 1939, and submit herewith: $1,000 —— Valley Gas & Electric Se- 
ScuEpuLE A: Statement showing the balance sheet s C 4s, Nov. 1, 1965........... 1,025.00 40.00 
he Mi h Medical Societ 1,000 eden & Albany R.R. Ist Mtg. Series 
of the Massachusetts Medica iety, A 4\4s, April 1, 1943 (guaranteed) 967.50 45.00 
December 31, 1939. 1,000 Canada, Dominion of, 3s, Nov. 15, ae 
ScuepuLe B: Statement showing the revenue and 2,000 Central Mlinois Public Service Co. Ist 
Mrg. Series A 334s, Dec. 1, 1968.. 2,010.00 75.00 
expenses of the Massachusetts Medi- 1,000 Central Pacific 
cal Society for the twelve months “ag; 717.80 40.00 
esapea e '& raig Valley 
ended December 31, 1939. Ist Mie. 5s, July 1, 1940. 1,012.50 16.11" 12.50 
Cc Burlington & Quincy R.R. 
The cash on deposit in the banks has been reconciled és, tear, 5, 8...... 208 977.78 40.00 
with the bank statements. The cash receipts as recorded C/ D , 
have been properly accounted for and disbursements are written 400.00 
Title Insurance & Mort- 
supported by vouchers or cancelled checks which were ze Co. Parti Mtg. 4sh0, Oct. 31, 
examined by us. ; 1939 (in default, written down).. —_1,200.00 
The securities and savings bank books in the various — 100 City (of Quincy, Mass., 3/28, May 1, teste Si 
funds were examined by us or accounted for. 1,000 Connecticut iy age Co. 3%s See od 
ries A, Feb 1,045.00 37.50 
The accompanying balance sheet and related statEMENt 4.999 Joplin Union Depot Ist’ Mig. 414s, 
of revenue and expenses fairly present its position on 00 e May 1, Drona 2,039.00 55.12 31.00 
December 31, 1939, and results of its operations for the 3’999 Ce 
: icago & St ouis R.R. 
ARTS A of, July 15, 1952 984.14 1.58* 
HORN AND WALTER. Shell Union Oil Deb. | 2%s, 
500 Swampscott, Mass., Series D 3's, 
SCHEDULE A 520.00 17.50 10.00 
Be 1,000 Ticonderoga Pulp & Paper Co. Ist 
STATEMENT SHOWING THE BALANCE SHEET OF THE MASSACHUSETTS MEDICAL Ref. Mtg. 6s, Aug. 1, 1940........ 1,010.00 6.50 12.50 
Society, DecemBer 31, 1939 2,000 Toledo E Edison Co. Ist Mtg. 34s, July 
ASSETS 1,000 U. S. A. Treasury Note Series A 1's, 
$22,166.87 1,000 U. S. A, Treasury 2/48, Sept. 15, 
General 109,211.62 2,000 U. S. A. Treasury Bonds Reg. 2s, Dec. 
Special Fund (for medical instruction)...... 700. 15, 1950-48 (recpt.) ............ 2,000.00 
wnctciennne S000. 270 46 2,000 Virginian Ry. Co. Ist & Ref. Mtg. 
Cash — New England Trust Company (special Series A 3%s, Mar. 1, 1966...... 2,045.00 75.00 
980.00 — Cincinnati Union Terminal Ist Mtg. 
_ Series C 5s, May 1, 1957......... 25.00 
$191,157.64 — City Buffalo, N. Y., 4.20s, Sept 1, 2.00 
LIABILITIES — City of Fitchburg, Mass., 4s, Aug. 1, 
Contribution from Commonwealth of Massachusetts — City of Pittsburgh, Pa., 34s, Apr. 1, 
(for special medical instruction)......... $700.00 16.25 10.00 
—City of St. Paul, Minn., 4s, Feb. 1, 
Fund Accounts 30.00 10.00 
Sadewment Sunde — Dominion of Canada, 3s, Nov. 15, 
Shattuck Fund: 31.84 
Shattuck, $9,166.87 Bonen Now 44%, 
Phillipe Fund: jue Apr. 19,000.00 828.75 
Jonathan Phillips, 1860................+- 10,000.00 Additional subscription to Building 
B. E. Cotting, 1876-1881-1887........... 3,000.00 Oe. Woke 
alance, January 1, 1939.............. $103,354.72 Less bond premiums charged off..... 134.50 
Add unexpended revenue for the twelve i sey 
months ended December 31, 1939.... 5,856.90 $2,907.00 
Balance, December 31, 1939 .......... 109,211.62 Additions: 
Income from securities.................. $2.941,50 
$191,157.64 Gift. received from Dr. Bowers.......... 1,000.00 
Profit on securities sold................. 142.50 
ENDOWMENT FUNDS 3,184.00 
Securities Income “gee 
Shattuck Fund *Interest paid out. 
Annuity policy, Massachusetts Hospital Life 
The net income from Building Fund, $2,907.00, has b 
Insurance Co., Certificate No. 438....... $9,166.87 $206.25 ¢or0t 00 the principal of the Building Fond. $2,907. $ been trans 
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Deductions: 
Bond premiums charged off 


coe ee er 


Bonds written down per vote of Council: 
Title Insurance & Mort- 


chicas, Rock Island & Pacific Ry. 


Balance, December 31, 


*Book value of $5,000.00 written down to $1,200.00. 
+Book value of $4,735.00 written down to $400.00. 


GENERAL FUND 


Cash, Merchants National Bank, Boston...... 

Cash, New England Trust Co., Boston....... 

Deposit, Franklin Savings Bank, Book No. 
35649 


2,000 Atlantic Coast Line R.R. Co. Ist Cons. 
2,000 Bethlehem S. F. Series E 


ies D 3%s, Dec. 1, 1968....... 
1,000 Blackstone Valley Gas & Electric Co. 
4, Nov. 1, 
2,000 Sone Albany R.R. Ist Mtg. 414s, 
Apr. 1, 1943 (guaranteed)....... 
1,000 Canadian Trust 
Seri 4s, Dec. 1, 1943 
2,000 Central “tilinois Public Service Co. Ist 
Mtg. Series A 3%s, Dec. 1, 1968.. 
3,000 cea Power & Light Co. Ist Mtg. 
1,000 Chesapeake & Ohio R.R. (Warm 
Springs Valley Branch) Gold 5s, 
Sept. 1, 1941 
2,000 Chicago, Burlington & Quincy R.R. 
. Ist Ref. Series A 5s, Feb. 1, 
1,000 Commonwealth of Massachusetts 3's, 
July 1, 1940 (reg 
1,000 Commonviealth 3s, 
J 1, 19 
2,000 Commonwealth of Massachusetts 3's, 
Jan. 1, 1940 (reg.)............... 
1,000 Connecticut River Power Co. Ist 334s 
Series A, Feb. 15, 1961 
2,000 Consolidated Edison Co. of N. Y. Inc 
3%s Deb., Jan. 1, 8 
2,000 Title Insurance 2. 
gage Co. 4s, Dec. (in 
3,000 loesgnemenet Paper Co. Ref. Series A 


2,000 ean Northern Ry. Co. Gen. Mtg. B 
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1,000 Jones & Laughlin Steel Co. Ist Mtg. 
Series A 4%s, Mar. 1, 1961 

1,000 Ist & Col. 
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2,000 seenniinn Ice Co. Ist Mtg. Series 
A 7s, Jan. 1, 1954 
930 National 


Corp. Partic. 
in default 


1,000 N. Y., Chicago & St. Louis R.R. Co. 

Ist Mtg. @'4s, extended to Oct. 1, 

750 N. ¥., Chicago & St. Louis R.R. 6% 

Notes, Oct. 1, 1941............... 

2,000 Ohio Edison Co. Ist Mtg. 4s, Sept. 1, 

1,000 Peoples Gas Light & Coke Co. Ist & 
Ref. Series D 4s, June 

1,000 Pittsburgh, Cincinnati, Chicago & St. 

uis Ry. Co. Series A 44s, Oct. 


(Ore. Mtg. 


1,000 Texas Corp. 34s Deb., pane 15, 1951 

2,000 Texas Corp. 3s Deb., | * 1959. 

1,000 Toledo Edison Co. 
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2,000 Tidewater Assoc. Oil Co. S$. F. Deb. 
3,000 U. S. Cold Storage Ist Mtg. R. E. 
cae 3,800.00* 2,200 U. A. Treasury 3'4s, Oct. 15, 
— 8,269.50 2,000 U. S. A. Treasury 314s, Aug. 1, 1941. 2,000.00 65.00 
putnam 3,000 U. S. A. Treasury 3'4s, Oct. 15, 1945- 
1,000 U. S. A. Treasury 1'4s Series A, Mar. 
3,000 U. S. x Treasury 134s Series A, Mar. 
1,000 The Virginian Ry. Co. Ist Lien & Ref. 
Mtg. Series A 3%4s, Mar. 1, 1966. . 1,022.50 37.50 
1,000 Western Mass. Cos. 314% Coupon 
‘ae Note, June 15, 1946.............. 1,012.50 32.50 
ere . . 3, Wilson Co. Inc. Series A Ist Mtg. 4s, 
Cash Off — New England Journal of bg ag 1.00 
re — American Tel. & Tel. Co. Deb. 3%s, 
$15,077.33 Dec. 1 8.67 
11,788.29 — Canadian National Ry. Equip. Series J 
1,074.48 $21.48 — Cedars Rapids Mfg. & Power Co. Ist 
2,962.50 120.00 — City of Buffalo Ref. 4.20%, Sept. 1, 
1,503.04 80.00 — City of Buffalo 2.60%, July 1, 1939.. 52.00 25.00 
—G P 1 
— U. S. Steel 
3,142.50 105.00 Loved 29.88 
— Appalachian Electric Power Co. 4s, 
1,025.00 40.00 _ 52.89 
— City of Medford, Mass., Tax Note, 
1,935.00 90.00 2.78 
1,086.25 45.00 29.47 
2,010.00 75.00 —- Douglas Town Note, Nov. 15, 1939.. i 9.87 
2,730.00 150.00 Less bond premiums charged off..... 119.00 
*Interest paid out. 
Additions: 
1,020.00 35.00 15.00 $ 2,041.50 
Gift received from Dr. Bowers .................. 1,000.00 
Deductions: 
1,045.00 37.50 Bond premiums charged off .................... 134.50 
Bonds written down per vote of Council: 
2,035.00 70.00 Conveyancers Title Insurance & Mortgage Co... 3,800.00* 
Chicago, Rock Island & Pacific Ry. .......... 4.335.007 8,269.50 
2,000.00 $58,099.15 
3,076.00 180.00 *Book value of $5,000.00 written down to $1,200.00. 
tBook value of $4,735.00 written down to $400.00. 
1,932.50 110.00 
990.30 42.50 
975.00 37.50 Statement Showing the Revenue and Expenses of the oo ey Medical 
, : Society for the Twelve Months Ended December 31, 
970.00 42.50 
REVENUE 
1,000.00 40.00 
Assessments Received by District Treasurers: 
1,949.00 
1,160.00 
7,905.00 
$47,969.11 
975.00 40.00 Assessments Received by Treasurer................--: 1,386.00 
Non-Resident Assessments 1,559.50 
995.37 1.58* ncome from Funds: 
16. 
1,000.00 35.00 3,844.65 
2,020.00 27.84 Profit on Sale of Securities...............ccccccccees 814.67 
1,015.00 35.00 Total Revenue 


$3,000 Appalachian Electric Power Co. 4s, 
q 3,000 Blackstone Valley Gas & _ Co. 
1,000 Lone Star Gas Corp. 3'4s S. F. Deb., 
Crf. ( 
2,000 New Brunswic 
July 1, 1944 
1,000 New Brunswic 
July 1 
1,000 N. Y. Central R.R. S. F. 334s, Apr. 1, 
1,000 Province of 
2,000 So. Pacific 
Series A 4%s, Mar. I, 
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EXPENSES 
Salaries: 


2,4 
Editor Emeritus of Journal............ 1,2 
$7,699.97 
Expenses of Officers and Delegates: 

Censors 
Delegates to American Medical Associa- 


6,360.53 
General Expenses: 

Maintenance of Society Headquarters 
including clerical and other ex- 
Cotting luncheons 

Standing committees: 

~— and National Legisla- 


$4,120.56 
200.00 
454.00 


Public Health 

Medical — and 

Ethics and Discipline..... 

Public Relations 

Arrangements 


4,214.76 
Publications: 
New Journal of 
Medicin 
Annual 


Medical Defense 
Committee on Postgraduate Instruc- 


20,706.47 
850.90 


4 
31,283.53 


Refunds to District Societies.................0cecees 4,000.00 
Section on Physical Therapy................ce0e0eees 98.50 
Miscellaneous 56.25 


APPENDIX NO. 3 


REPORT OF THE TREASURER 


In presenting the treasurer’s report for 1939, there are 
several conditions in common with those of the past three 
years. One is the recurring difficult problem of investing 
and reinvesting safely the available funds of the Society. 
Another condition is the low rates of interest now to be 
obtained on prime bonds. A third is the growing feeling 
that prices for such securities have reached their peak. 
All these conditions have influenced the Treasurer and 
urged a conservative policy of investing our funds, hav- 
ing in mind the possibility of serious inflation with a 
consequent fall in prices of long-term bonds. Also, a re- 
sult of the above has been to oblige him to carry a larger 
cash balance than usual. Our policy should be, there- 
fore, to try to be reasonably sure of the principal, and at 
the same time, expect only a moderate income return. 

Revenue, in 1939, from resident annual dues amounted 
to $49,355 the largest amount ever received from this 
source. The Society is growing in numbers of fellows. 
Non-resident dues, in 1939, amounted to $1559, so that the 
total of annual dues was over $50,900. Additional income, 
received from invested funds ($3844.65), from sales of 
the Directory ($16.16), and from profits from securities 
matured and sold ($814.67), combined amounted to 
$4675.48. Hence, the total revenue of the Society (not 
including that of the Building Fund) in 1939 was $55,590. 
Again, this is the largest sum ever received in a year by the 
Society. 

Regarding the Building Fund, the Treasurer, in accord 
with a vote of Council, February, 1939, marked down 
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two items (for years in default) a total of $8135. In 1939 
the Fund received income of $1907, a generous gift of 
$1000 from a loyal friend and a small profit of $142.50 
from securities sold. The Building Fund now amounts 
to $58,099.15, which represents more nearly its actual 
value. 

Expenses of the Society for 1939 show a moderate re- 
duction over 1938; and this reduction is due in large meas- 
ure to your policy in not publishing yearly a Directory of 
Fellows, which resulted in a saving of $1300, and to the 
less amount needed for expenses of delegates to the Amer- 
ican Medical Association. Several committees, however, 
have spent considerably more than their budget allow- 
ances —a practice which the Treasurer hopes will be cor- 
rected in the future. 

The Society ends 1939 with total assets, cash and securi- 
ties, of $191,157.64, showing, in spite of a write-off of 
$3135, a small increase over 1938. 

The Treasurer is glad of the opportunity to thank off- 
cers of the Society, the district treasurers and the office 
staff of the New England Journal of Medicine for their 
co-operation, and especially to thank his secretary for her 
continued help and loyal co-operation. 

The Treasurer invites questions. 


Cuartes S. Butter, Treasurer. 


APPENDIX NO. 4 


Report oF CoMMITTEE ON FINANCIAL PLANNING 
AND BUDGET 


The following appropriations are recommended for 1940: 


Salaries: 
Editor of Journal, 1200 
Expenses of officers and delegates: 
President and 500 
Delesstes to House of Delegates, American Medical 
Maintenance of Society Headquarters..................... 5000 
Standing committees: 
Publications: 
New England Journal of Medicine................ 20,500 
Financial Planning and Budget....................... 10 
150 
Medical Education and Medical Diplomas............. 200* 
State and National Legislation....................... 10007 
Special committees: 
Section of Obstetrics and Gynecology.................. 200 
Boston Better Business Bureau..................000000000e 50 
Delegates to Pharmacopeial Convention, Washington, D. C. 200 
$54,270 


*Including expenses of delegate to annual congress at Chicago and prize 
offered to interns in Massachusetts. 


tIncluding expenses of delegate to annual congress at Chicago. 


Joun Homans, Chairman. 


71.65 
68.47 
238.94 
488.85 
84.35 
Ve 
835.8 
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APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON MEMBERSHIP 
The committee recommends: 


1. That the following named eight fellows be allowed 
to retire as of December 31, 1939, under the provisions of 
Chapter I, Section 5, of the by-laws: 


Allen, Edwin H., Boston 

Heald, Charles G., East Pepperell 

Landry, Joseph N., Everett, with remission of dues for 
1937, 1938 and 1939 

Latham, Benoni M., Mansfield, with remission of dues 
for 1939 

Maxfield, George H., State Farm 

O'Neil, Richard F., Boston 

Pratt, Charles A., New Bedford 

Swan, Roscoe W., Holden 


2. That the following named eight fellows be allowed 
to resign as of December 31, 1939, under the provisions of 
Chapter I, Section 7, of the by-laws: 


Dexter, Milton A., La Jolla, California 
Edwards, Hugh S., Atlanta, Georgia 
Forkner, Claude E., New York City 
Kasanin, Jacob, San Francisco, California 
Prindle, Clair G., Maysville, Kentucky 
Russell, Amy E., Providence, Rhode Island 
Woodward, William C., Washington, D. C. 
Young, Ward, Gouverneur, New York 


3. That the following named thirty-five fellows be de- 
prived of the privileges of fellowship under the provisions 
of Chapter I, Section 8, Clauses a and 6 of the by-laws: 


Abate, Frank J., Charlestown 

Abrahms, Edward T., Pittsfield 

Ascolillo, Hugo V., West Somerville 
Beaulieu, Elmer J., Whitman 

Buckley, James T., Worcester 

Butler, Alfred W., Watertown 

Carella, Joseph J., Quincy 

Coburn, Fordyce, Wilton, New Hampshire 
Corbett, John R., Melrose 

Darrah, Lee W., Northampton 

Gant, Julian C., Boston 

Hanlan, David E., Hyde Park 

Hill, William R., Philadelphia, Pennsylvania 
Israel, Cyril, Woonsocket, Rhode Island 
Keenan, James A., Roxbury 

Lovesey, Burton E., Boston 

McClelland, Willis B., Franklin, Pennsylvania 
McNally, Daniel R., Pawtucket, Rhode Island 
O’Brien, Francis E., Haydenville 

O'Leary, Joseph J., Newton 

Pappas, James P., Fort Adams, Rhode Island 
Phillips, Richard B., Rochester, Minnesota 
Polisner, Saul R., Camden, Maine 

Ritter, Henry, Springfield 

Salerno, Louis F., East Boston 

Schultz, Robert V., New York City 

Shine, Honoria K., Holyoke 

Sullivan, John J., Dorchester 
Sumberg-Norwood, Elizabeth H., Monmouth, Maine 
Talkington, Perry C., Philadelphia, Pennsylvania 
Tiede, Joseph W., Dedham 

Walker, John H., Muskogee, Oklahoma 
Walsh, Patrick H., Fall River 

Weiner, Simeon, Worcester 

Weisman, Herman J., Rockland, Maine 
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4. That the following named fourteen fellows be al- 
lowed to change their membership from one district society 
to another without change of legal residence, under the 
‘provisions of Chapter III, Section 3, of the by-laws: 


From Essex North to Essex South 
Sidwell, Doris M., Georgetown 


From Middlesex East to Essex South 
Flockton, Priscilla, Saugus 


From Middlesex East to Middlesex North 
Payne, Edward A., North Woburn 


From Middlesex South to Norfolk 
Browder, Newton C., Somerville 
Parvey, Benjamin, Brighton 


From Middlesex South to Suffolk 
Edwards, Edward A., Newton 
Garrey, Walter E., Cambridge 
Miller, R. Bretney, Cambridge 
Scudder, Charles L., Brookline (formerly Sherborn) 


From Norfolk to Middlesex South 
Dalrymple, Sidney C., Brookline 


From Norfolk to Plymouth 
Pearson, Grosvenor B., Foxboro 


From Norfolk South to Plymouth 
Buck, William E., Randolph 


From Norfolk South to Suffolk 
Whitney, Edward T., Quincy 


From Plymouth to Norfolk South 
Woodward, Appleton C., Stoughton 


5. That the following named three fellows be recom- 
mended for affiliate fellowship in the American Medical 
Association: 


Chenery, William E., Boston 
Felch, Lewis P., Boston 
May, James V., Watertown 


APPENDIX NO. 6 


REPoRT OF THE COMMITTEE OF ARRANGEMENTS 


The Committee of Arrangements wishes to report that 
it has completed the program and plans for the forthcom- 
ing meeting of the Massachusetts Medical Society, May 21 
and 22, te be held in Boston at the Copley-Plaza Hotel. 

All the out-of-town guest speakers have accepted the 
invitation extended to them, and the program has been 
completed, 

The Committee of Arrangements is asking for a budget 
of $1000, which should amply cover our needs this year. 


Avucustus THORNDIKE, Jr., Chairman. 


APPENDIX NO. 7 


REPoRT OF THE COMMITTEE ON Pustic HEALTH 


The committee has continued its weekly broadcasts, 
“Green Lights to Health,’ on Wednesdays at 4 p.m. 
through the courtesy of WAAB. The program has been 
completed through March. There is a good demand for 
the mimeographed copies of these talks, and there is rea- 
son to believe that they are serving their purpose of edu- 
cating the public in matters of health. 


= 


392 


A ie. ee ago the President received a letter from 
one of the members suggesting that the Society, at the 
time of its annual meeting, provide an exhibition illustrat- 
ing matters of health for the benefit of laymen. Such 
exhibitions have been held by the Illinois State Medical 
Society and a few other state and county societies under 
the name of “Hall of Health.” These apparently have 
been very successful and have had a large attendance. 

The subject was referred by the President to the Com- 
mittee on Public Health. We have obtained considerable 
information as to the various “Halls of Health” which 
have been held, and have discussed the advisability of the 
Society undertaking such a project. While on the whole 
we are favorably impressed with the idea, it seems to us 
a very large undertaking which would require long prepa- 
ration in advance. Obviously there would not be time be- 
tween this meeting of the Council and the annual meeting 
in May to get the necessary exhibits prepared. 

It has seemed wise, however, to bring this matter to 
your attention at this time — not fer discussion or action 
now, but in order that the members may give the subject 
some thought before it is brought up at some subsequent 
meeting. 

The expense to the Illinois State Medical Society for its 
1939 “Hall of Health” was about $1500, and there is every 
reason to believe that the expense to us would be no less. 
If the Society has that amount to spend on health educa- 
tion we ought to consider whether there are other meth- 
ods which would yield larger returns from a similar ex- 
penditure. 

At the last meeting of the Council the resolution of Dr. 
Landesman with reference to prenuptial examinations was 
referred to the Committee on Public Health. On this the 
committee submits the following report: 


The committee recognizes the importance of the reso- 
lution submitted by Dr. Landesman. We feel that, in a 
premarital examination, interest should not be centered 
merely on the detection of syphilis and gonorrhea but 
should include a careful history and physical examination 
in order to establish a diagnosis of health or disease. Mar- 
riage and pregnancy present problems in many diseased 
conditions, and a knowledge of the facts by both contract- 
ing parties should be helpful in planning a successful mar- 
riage. We believe that both parties should be informed 
of the results of the examination. 

The committee suggests the adoption by the Council 
of a resolution which is a slight modification of Dr. 
Landesman’s, as follows: 


Reso.vep, That in the opinion of the Massachusetts 
Medical Society all individuals about to be married should 
be required to have a thorough medical examination, in- 
cluding a serological test for syphilis, and the information 
obtained should be made available to both the contracting 
parties. 

Francis P. Denny, Chairman. 


APPENDIX NO. 8 


REPORT OF THE COMMITTEE ON CANCER 


The past year has seen continued satisfactory function- 
ing of the educational campaign sponsored by the Massa- 
chusetts Medical Society and the Massachusetts Depart- 
ment of Public Health. Somewhat over 300,000 persons 
have been reached in this way. The average period of 
delay between onset of symptoms and beginning of treat- 
ment has continued to diminish. 

It has been a fundamental part of the policy of the ed- 
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ucational work in cancer that it should be done with the 
aid of physicians of the community where the work is go- 
ing on. This policy has worked out satisfactorily in past 
years, and the co-operation of the various physicians has 
been so generous that it will be continued. 

The system of consultation clinics at the state-aided can- 
cer clinics has functioned satisfactorily and continued to 
prove popular, as evidenced by the large attendance of 
physicians at these meetings. It is planned that they be 
continued during the coming year. 

The American Society for the Control of Cancer is 
studying the possibility of rather drastic changes in its or- 
ganization in Massachusetts, feeling that the field of edu- 
cation is being better covered by existing agencies than 
they would be able to cover it. They are considering the 
possibility of building up an organization to raise funds 
for cancer research and to supplement the work of hospi- 
tals equipped for the care of indigent cancer patients. 

A joint committee, consisting of representatives of this 
committee, the American Society for Control of Cancer, 
and the Massachusetts Department of Public Health, is 
editing a series of articles for a Handbook on Cancer 
which will be distributed without charge to the practition- 
ers of the State. This will be financed in part by a federal 
grant and in part by the Massachusetts branch of the 
American Society for the Control of Cancer. 

The month of April will again be set apart this year by 
presidential proclamation as a Cancer-Control Month. 

The committee wishes particularly to thank Dr. Herbert 
L. Lombard, director of the Division of Cancer, Massa- 
chusetts Department of Public Health, and a member of 
the Council, for his earnest and successful efforts to serve 
the interests of the practitioner of medicine and at the 
same time to aid him in caring more effectively for his 
patients. 


FRANKLIN G. BALcH, 
Ernest M. 
CHANNING C. Simmons, 
PHILEMON E, TRUESDALE, 
SHIELDS WARREN, Chairman. 


APPENDIX NO. 9 


REPORT OF THE COMMITTEE ON PosTGRADUATE INSTRUCTION 


The Committee on Postgraduate Instruction has con- 
tinued to co-operate with the Massachusetts Department of 
Public Health, the United States Public Health Service 
and the Federal Children’s Bureau in presenting extension 
courses. This past fall the courses were given in the fol- 
lowing places: 


DISTRICT PLACE 
Barnstable Hyannis 
Bristol North Taunton 
Bristol South New Bedford 
Essex North Lawrence 
Essex South Salem 
Middlesex East Melrose 
Middlesex North roe 
Milford 
Worcester ) Worcester 
Worcester North Fitchburg 


Courses will be presented in the other districts this spring; 
a final report on the extension courses will be given at the 
meeting of the Council during the annual meeting next 
May. 

The Executive Committee co-operated with representa- 
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tives of the medical societies of Maine, New Hampshire, 
Vermont and Rhode Island in organizing and presenting 
the second New England Postgraduate Assembly on Oc- 
tober 31 and November 1, 1939. An interesting program 
was given by the following guest speakers to whom we 
are greatly indebted: 


Dr. Jesse G. M. Bullowa, New York City 
Dr. Benjamin W. Carey, Detroit 

Dr. Lewis A. Conner, New York City 
Dr. Eldridge L. Eliason, Philadelphia 
Dr. Albert C. Furstenberg, Ann Arbor 
Dr. Roscoe R. Graham, Toronto 

Dr. Charles C. Higgins, Cleveland 
Dr. Harvey B. Matthews, Brooklyn 
Dr. James S. McLester, Birmingham 
Dr. Joseph Earle Moore, Baltimore 
Dr. Maurice C. Pincoffs, Baltimore 


The attendance at the assembly was 776 as follows: 


21 
7 
2 


The attendance last year (1938) was 925; the unusually 
inclement weather during the first day and night of the 
assembly no doubt accounted for the drop in registration. 
On account of this smaller attendance and some unusual 
expenses, there was a deficit of $835.84. This amount 
was charged to the account of the committee. In 1938 
the assembly made a net profit of $125.00 which was 
turned over to the treasurer of the Society. The committee 
believes that the assembly is a good idea and that it will 
not ordinarily run at a deficit as expenses can usually be 
kept within the budget. 

The chairman and secretary attended the third annual 
meeting of the Associated State Postgraduate Committees, 
held at St. Louis on May 17, 1939, during the annual meet- 
ing of the American Medical Association. A permanent 
constitution and by-laws were adopted at this meeting. 
The secretary of the Massachusetts committee still con- 
tinues to serve as secretary of the national organization. 

The Commission on Graduate Education provided the 
sum of $350 to finance the organization expense of the 
Associated State Postgraduate Committees, and the funds 
of the Massachusetts Medical Society, which were advanced 
for this purpose, have been repaid in full with the thanks 
of the other state societies. The next annual meeting of 
this group will be held in New York City during the meet- 
ing of the American Medical Association in June. 

The committee makes the following recommendations: 
that the postgraduate extension courses and the teaching 
clinics be continued in co-operation with the government 
agencies, as has been done in the past, and that the com- 
mittee be instructed to continue its co-operative activity 
with the other New England societies in presenting an as- 
sembly next fall. 


Frank R. Oser, Chairman, 
Leroy E. Parkins, Secretary. 
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APPENDIX NO. 10 


Report OF THE CoMMITTEE APPOINTED To SUPPORT AN 
APPROPRIATION BY CONGRESS FOR THE CONSTRUCTION 
oF A New Buitpinc tro Houst tHe Army MEeEpicar 
Lisrary AND MusEuM 


The committee has been active and in communication 
with a number of individuals, particularly Colonel Harold 
W. Jones, the librarian of the Army Medical Library. His 
last communication to us in December indicated that he 
did not believe “that it will be wise for your committee 
to take any positive action until we can give you some 
definite lines on which to proceed.” In view of this, we 
are awaiting further instructions from him. He indicates 
that similar committees have been formed throughout 
the country and that the Army Medical Library “appre- 
ciates the action of the Massachusetts Medical Society and 
will not delay giving you definite information in the 
near future.” 


Henry R. Viets, Chairman. 


APPENDIX NO. 11 


Report oF COMMITTEE APPOINTED TO StuDY THE PRACTICE 
OF MEDICINE BY UNREGISTERED PERSONS 


At the annual meeting of the Council last June it was 
voted to approve the following resolution, recommended 
by the chairman of the Committee on State and National 
Legislation: “Rresotvep, That the President nominate and 
the Council of the Massachusetts Medical Society elect a 
special committee to study and have corrected, so far as 
possible, the practice of medicine by unregistered persons.” 


At the regular meeting of the Council last October this 
committee was duly nominated and elected. At first, the 
three elected were reluctant to accept this appointment, 
both individually and as a whole, as they had all been 
publicly recorded in the past four years as opposed to fur- 
ther legislation until the present laws were thoroughly 
tried out, as their findings might be considered biased. 
Furthermore, “registered physicians” and “unregistered 
persons practicing medicine” are all under the direct su- 
pervision of the State Board of Registration in Medicine, 
a board under the appointment of the Governor and his 
council, and in no way responsible, directly, to the Massa- 
chusetts Medical Society. As the secretary of the Board of 
Registration well said before the Council in Febru- 
ary, 1937: “It is the duty of the Board under the police 
power of the State to protect the people of the Common- 
wealth. The duty of the Board is not to protect against 
physicians but against unqualified practitioners. Pre- 
sumably, they [the physicians] can protect themselves, 
but the protection the Board exercises is on behalf of the 
people of the Commonwealth.” 

However, after a preliminary survey of the problem, and 
with due recognition of its handicaps, the committee be- 
lieves that there are definite, simple, constructive sugges- 
tions to offer which, if adopted, can be to the benefit of 
the Board of Registration, the medical profession, and es- 
pecially the people of the Commonwealth, and the commit- 
tee is therefore submitting its findings. 

This whole question has apparently been raised be- 
cause the Board of Registration in its campaigns for more 
legislation during each of the past four years has been em- 
phasizing to the public in its annual reports that they do 
“not know who is actually practicing medicine in Massa- 
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chusetts, and it is impossible for the law enforcing body to 
restrict practice to registered persons... . The result 
is that there are probably a thousand unlicensed persons 
[not physicians] in the State, who are practicing medicine 
in some form, and it may well be that a considerable 

number are practicing under the licenses of deceased phy- 
sicians. . . .. No provision is made by the statutes for 
keeping the list up to date.” Such disturbing statements 
by the Board, which has had the responsibility for forty- 
five years of protecting the public against unregistered 
persons practicing medicine, has compelled the committee 
to ask why the Board thinks men are practicing on dead 
men’s certificates, and why they think that one thousand 
out of a probable total of eight or nine thousand are un- 
registered. Such conditions, if true, not only reflect seri- 
ously on the whole medical situation in Massachusetts, but 
also on the Board itself. Is the alleged condition due to a 
lack of funds, a lack of laws, or to a lack of enforcement 
of the present laws? 


In considering these questions, the committee has con- 
sulted the statutes, the reports of the Board since 1916, the 
records of many city and town clerks, various municipal 
police departments, the stenographic reports of the state- 
ments of the secretary of the Board before the Council in 
1937 and also those of the chairman of the Board in 1939. 
They have also consulted the narcotic regulations of the 
Internal Revenue Department, and have inquired of “de- 
tail men” who visit the physicians in the various com- 
munities throughout the State. This committee is not 
considering what other states do or do not do. It is not 
considering whether or not the requirements for regis- 
tration are good, bad or indifferent. It is not considering 
what constitutes the practice of medicine. It is considering 
only why so many unregistered persons are said to be 
practicing medicine. 


Is there a lack of funds? According to the Board, and 
the committee believes the Board’s opinion justified, it 
is hampered by too little money for the proper running 
of a well-kept office. The Board has no inspector or in- 
vestigator of its own. It has part of the time of one inves- 
tigator, but his salary is paid by another board. The finan- 
cial recommendations of the Board have been pared by 
the legislature, although its expenses have always been 
less than its receipts, but the members have apparently been 
unable to convince the budget commissioner, the legisla- 
ture and the governor of their needs. The receipts have 
exceeded expenses by $90,000 since the Board was estab- 
lished in 1894, and during the past four years the re- 
ceipts have been $5000 a year in excess of expenses each 


year. 

It must be borne in mind that all the receipts of the 
Board go into the general funds of the State Treasury, 
and none whatever are “ear-marked” for the special use of 
the Board. The Board is entirely dependent on the legis- 
lature for its appropriations. 

It seems to be customary to expect such boards to be 
self-supporting, but it surely should be desirable to provide 
this medical board with sufficient funds to run the depart- 
ment efficiently. The committee believes that the lack of 
money is a part of the problem. 

Is there a lack of laws? The intent of the present laws 
is obvious. Roughly, anyone practicing medicine or hold- 
ing himself out as a practitioner without certificate of regis- 
tration by the Board of Registration is punishable by fine 
or imprisonment or both, Of course, anyone practicing 
on a deceased physician’s certificate is seriously amenable 
to the general laws as well as to the special medical laws, 

Not only does a physician have to register with the 
Board, but he also has to register with the city or town 
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clerk wherever he may have an office or offices. Fines for 
failing to do so are mandatory and not optional. Further- 
more, the city and town clerks must notify the Board of 
Registration in Medicine within twenty-four hours of such 
registration, and these town clerks are also subject to man- 
datory fines. And still furthermore, the Board “is required 
to keep a record of the names of all persons registered by 
it and of all money received and disbursed by it, and a 
duplicate shall be open to inspection in the office of the 
State Secretary” (Chapter 112, Section 4). The committee 
believes the laws are ample and have plenty of teeth. 

Is there a lack of enforcement of the present laws? The 
Board states in its 1936 report that it received seventy-three 
complaints and that five were against unregistered per- 
sons. In other recent years complaints were received but 
no mention is made as to whether any complaints were 
against the unregistered. 

This committee has devoted considerable attention to 
finding out how well Chapter 112, Section 8, is enforced. 
This section says that “no person shall enter upon, or con- 
tinue in the practice of medicine within the Common- 
wealth until he has presented to the clerk of the town 
where he has or intends to have an office or his usual place 
of business his certificate of registration as a physician of 
the Commonwealth. . . ” The committee has made this 
study because this section was adopted by the legislature 
in 1917 on the recommendation of the Board itself, and 
today, a copy of this section is given each newly registered 
physician by the Board when he receives his certificate — 
so it may reasonably be considered good law. The penal- 
ties for failure to register with the town clerk are manda- 
tory on both physician and town clerk, and it ought to be 
much simpler for the local authorities to check their own 
communities than for the State House to check the whole 
state. Any physician not registered with the town clerk 
is practicing illegally. The members of the committee 
have visited the twenty-two clerks in the following cities 
and towns whose total population exceeds one mil- 
lion inhabitants, or about 25 per cent of the population of 
the State: 


Andover Everett Newton Somerville 
Arlington Lowell Plymouth Wakefield 
Brockton Lynn Quincy Winchester 
Brookline Malden _ Reading Woburn 
Cambridge Medford Revere 

Chelsea Melrose Salem 


They did not include Boston, believing that conditions in 
Boston could be just as readily investigated as those in the 
surrounding cities and towns. The committee also re- 
grets its inability to visit places more removed from the 
metropolitan area, but believes the conditions would be 
the same. They found that every city or town clerk had 
a carefully re file of all physicians who had registered 

with him. A goodly number have gone far beyond the 
legal requirements, indexing and assorting so as to make 
the information more available. One clerk, when told 
what other town clerks were doing in indexing, said that 
his office would at once prepare such lists, as he believed 
any well-kept office ought to have them. Another clerk 
refuses to recognize birth and death certificates of new 
physicians unless they have registered as required. All 
send their duplicate copies at once to the Board as required 
by law. Some little annoyance was found because the 
Board furnished no blank forms either with or without 
expense, but merely advised the clerks that they believed 
the required blanks could be obtained from the Library 
Bureau, a private concern. Books of ten blanks each cost 
over ten cents a name. Few, if any, of the clerks could 
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recall any information furnished or sought by the Board, 
and the public practically never consulted the lists, al- 
though open to public inspection, The committee has only 
the highest praise for the accurate, careful, courteous way 
in which the town and city clerks have handled all these 
registrations, which might seem useless and perfunctory 
as at present handled. 

The committee has also consulted a goodly number of 
police departments. In no case had the police been in- 
formed by the Board of the lists of local physicians in the 
town clerks’ offices, nor had the Board even asked their 
co-operation or called their attention to Section 8. In fact, 
in answer to inquiry as to what their departments would 
do about complaints regarding unregistered physicians, 
they replied that the question had not been raised before 
but that there was either a good medical society or reliable 
physicians in the community whose advice they would 
seek. Few, if any, had realized that they could easily de- 
termine whether a person was practicing legally or illegally 
merely by consulting his own town clerk’s records. 

This committee also went over the duplicate list re- 
quired by law to be filed in the secretary-of-state’s office 
and open to public inspection. Although the Board has 
been functioning for forty-five years, no lists of registered 
physicians were on file up to 1931. For the years 1931 to 
1938 inclusive, the yearly registrations had been filed on 
letter paper, single spaced, and all were filed one to six 
years late. No addresses followed any of the names. In 
two of these years, the names were listed alphabetically. 
There were no lists for 1939. Although these lists were 
by law open to public inspection, they had never been 
consulted. Perhaps this is because the Board says that for 
the convenience of the public the information is given out 
in its office. The secretary-of-state’s office merely files what 
the Board furnishes, and has no responsibility for the con- 
tents. The committee believes that such chaotic lists need 
no further comment. 

At the Board’s office, the clerks readily looked up vari- 
ous cards but said they could not be inspected by the pub- 
lic unless they waited for an obtained permission from the 
secretary of the Board, as the records were not for public 
use. The clerk in charge said that the Board had but one 
alphabetical list of names of applicants, names of interns 
and students and so forth, all merged in one alphabetical 
list with the more than 18,000 physicians registered since 
1894. The deaths and removals— probably 10,000 — 
were not placed in separate lists. The office clerks were 
not allowed to show the duplicate returns made by the 
city and town clerks, although the originals in the city 
clerks’ offices were open to public inspection. No list or 
cards were kept showing the physicians registered in each 
city and town. 

The office force apparently also handles the registration 
of nurses, which is in the same office, the secretary of the 
medical Board being also secretary of the nurses’ Board. 
As the nurses’ Board examines fifteen hundred nurses an- 
nually, collects annual fifty-cent fees from over nineteen 
thousand registered nurses and also ccllects nearly $1000 
for certified statements, the work of the medical Board 
becomes rather insignificant, in quantity at least, as com- 
pared with the other work in this small office. 

To summarize, this committee finds that the laws are 
adequate, that the income of the Board has covered ex- 
penses by over $5000 in each of the last four years and that 
the income since 1894 has exceeded expenses by $90,000. 
In spite of this, the Board has not yet convinced the legis- 
lature and the governor of its need of more funds for a 
well-conducted office. The committee further finds that 
the city and town clerks and the local police have not been 
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called on to co-operate with the Board in seeing that the 
unregistered persons in their immediate communities are 
reported, a problem in which local authorities would be 
especially interested. 

The committee further finds that no useful lists of regis- 
tered physicians are open to public inspection at the State 
House and that the Board has no lists of the physicians 
arranged by cities and towns. 

It is probably now apparent what the suggestions of this 
committee must be. They are simple and inexpensive, and 
can be carried out without inconvenience to the medical 
profession. The suggestions merely use the present dor- 
mant laws. 

As soon as the Board arranges its finances so as to pro- 
vide adequate cataloguing systems, and as soon as it does 
its part in generous co-operation with the local authorities, 
then it will almost at once automatically establish a list 
of the active physicians of Massachusetts. It will also have 
for its private use another file of the “unregistered.” What 
disposition is to be made of this “unregistered” group, 
which the Board has been seeking, is a problem for which 
the Board is held directly responsible by the statutes, but 
the committee believes that this illegal group is less nu- 
merous and less important than reported. 

The Massachusetts Medical Society has 5189 members, or 
two thirds of the physicians in the State. The committee 
believes the Council can be of real service to the Board by 
urging all district societies and all individual members 
to make sure that they are registered with their city and 
town clerks, and that they re-register whenever they move 
their offices, even within the same city. Furthermore, the 
Massachusetts Medical Society has an enviable reputation 
of long standing for supporting public-health and medical 
legislation, and this committee believes the Council can 
with propriety respectfully urge the Governor and _ his 
council to give serious consideration to the financial needs 
of the Board of Registration in Medicine. 

The committee in closing expresses its appreciation of the 
many courtesies shown it by officials of the Society, by 
various departments at the State House, by all local mu- 
nicipal officials interviewed and by others who have made 
valuable suggestions. 

Brainarp F. Contey, 
Epwarp F. Timmins, 
RicHarp Dutton, Chairman. 
* * * 


The following information was compiled by the com- 
mittee: 


Number of towns and cities.................. 355 
Number of towns over 5000................... 128 
Number of towns over 10,000................. 78 
Physicians registered by the Board up to Febru- 

Estimated number now in practice............ 8,000 


Number of physicians in the State by the 
fifteenth edition of the American Medical As- 


7,528 
Members of the Massachusetts Medical Society 

Members of the American Medical Association. . 3,113 
Physicians examined for registration in 1938.... 603 
Physicians registered in 1938................ 206 
Accepted on examination of National Board in 

Highest number of times examined without reg- 

istering 25 
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Highest number of times examined before reg- 
First diplomate of National Board registered in 


Number of diplomates registered annually from 
1923 to 1938 (1-6-10-21-23-26-34-44-40-55-79- 
76-71-84-76-102). 


Medical schools in Massachusetts 
Harvard Medical School 
Boston University School of Medicine 
Tufts College Medical School 
College of Physicians and Surgeons, Boston 
Middlesex University School of Medicine 
Massachusetts College of Osteopathy 


Board of Public Health established in 1869 
(this was the first state board of health es- 
tablished in the United States). 

Board of Registration in Medicine established 
in 1894, 


Receipts of Board of Registration (1894— 
November 30, 1938 
Expenses of Board of Registration (1894— 


$387,971.72 


Novewtber 3B, W958)... 297,635.08 
Receipts of Board of Registration for year end- 
ing November 30, 1938.................. $14,353.00 
Expenses of Board of Registration for year end- 
ing November 30, 1938.................. 8,419.83 


Extracts from the General Laws of Massachusetts Ter- 
centenary Edition: 


Cuapter 112 


Section 4. The board shall keep a record of the names 
of all persons registered by it and of all money received 
and disbursed by it, and a duplicate thereof shall be open 
to inspection in the office of the state secretary. The board 
shall make an annual report, including a statement of the 
condition of medicine and surgery in the commonwealth. 


Section 5. The board shall investigate all complaints of 
the violation of any provision of sections two to twenty- 
three, inclusive, or of section sixty-five, so far as it relates 
to medicine or chiropody, and report the same to the prop- 
er prosecuting officers. 


Section 8. No person shall enter upon, or continue in, 
the practice of medicine within the commonwealth until 
he has presented to the clerk of the town where he has, or 
intends to have, an office or his usual place of business, his 
certificate of registration as a physician in the common- 
wealth, or, if it is lost, a certified statement issued by the 
board, setting forth all the material facts in the original 
certificate, and a fee of twenty-five cents. Thereupon the 
clerk shall record the name of the owner of said certificate 
or certified statement, together with the date of record, 
upon blanks approved by the board, said blanks to be so 
arranged that a duplicate carbon copy shall be made at the 
time of the original record. He shall keep the original as 
a part of his official records and it shall be open to public 
inspection. He shall, within twenty-four hours after such 
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recordings, forward the duplicate to the board. Whoever 
practices or attempts to practice medicine without com- 
plying with this section, or whoever submits to a town 
clerk a false or fraudulent certificate or certified statement, 
shall be punished by a fine of not less than five nor more 
than one hundred dollars; and any town clerk who re- 
fuses or neglects to comply with this section shall be pun- 
ished by a fine of not less than five nor more than ten 
dollars. 


APPENDIX NO, 12 


REPORT OF THE COMMITTEE ON Pustic RELATIONS 


At a meeting of the Committee on Public Relations, held 
on January 17, 1940, after a full discussion by the seventeen 
members present, it was voted (with one dissenting) to 
make the following report to the Council: 


The Committee on Public Relations has again consid- 
ered the matter of prepayment medical-service plans, in- 
cluding that offered by Health Service, Incorporated. 

It believes that any scheme to provide prepayment 
against medical costs for illness should offer an oppor- 
tunity for all duly qualified physicians to participate if 
they choose. Whether this is on a state, county, district or 
municipal basis is immaterial. It believes that free-choice- 
of-physicians should be maintained in order to continue 
present personal relations between physician and patient. 

We are deeply cognizant of the fact that many people 
are asking, some demanding, a plan or plans for budgeting 
sickness costs. We appreciate the effort of Health Service, 
Incorporated, in this direction, but believe that the suc- 
cess of its plan is seriously jeopardized by failure so far to 
give due consideration to many principles which we con- 
sider fundamental. 

We believe, however, that the whole matter of prepay- 
ment health insurance is so much in the public mind and 
so important that any scheme should not be condemned 
without more careful study and that a special committee 
should be set up to study it. This committee should study 
the whole subject of prepayment sickness costs. 


WE THEREFORE RECOMMEND: THAT A SPECIAL COMMITTEE 
OF FIVE MEMBERS OF THE SOCIETY BE APPOINTED BY THE 
PRESIDENT TO STUDY THE VARIOUS MEDICAL-COSTS INSURANCE 
PLANS AND TO ENDEAVOR TO CARRY OUT THE VOTE OF THE 
Councit oF Aprit, 1939, ro wit: 


Voted, that the Massachusetts Medical Society take 
the initiative in the formation of a corporation, non- 
profit in character, which shall seek to pay the medical 
care costs of patients, 


THAT THIS SPECIAL COMMITTEE FURTHER BE AUTHORIZED 
TO CONFER WITH ANY GROUP PROPOSING TO SET UP A PLAN 
FOR MEDICAL-COSTS INSURANCE, 

THAT THIS SPECIAL COMMITTEE BE EMPOWERED TO 
EMPLOY LEGAL COUNSEL AND THAT FUNDS NOT TO EXCEED 
$500 BE APPROPRIATED FOR THIS PURPOSE, AND 

THAT THIS SPECIAL COMMITTEE SHALL REPORT TO THE 
COUNCIL THROUGH THE COMMITTEE ON Pupstic RELATIONS. 

THE COMMITTEE FURTHER RECOMMENDS: THAT PUBLICITY 
RELATING TO THESE MATTERS BE UNDER THE DIRECTION OF 
THE PRESIDENT AND SECRETARY OF THE MASSACHUSETTS 
MEDICAL SOCIETY. 

S. BaGNaLL, Secretary. 


| 
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APPENDIX NO. 13 


Reports oF COMMITTEES APPOINTED TO CONSIDER 
RESTORATION TO FELLOWSHIP 


Restoration to fellowship was recommended for the fol- 
lowing two former members: 
Gerard Cote, Salem (Committee: Charles L. Curtis, 
John G. Adams and Horace Poirier). 


Hyman S. Queen, Brookline (Committee: Frank S. 
Cruickshank, Charles J. Kickham and Frederick 
Reis). 


APPENDIX NO. 14 


ComMMITTEES APPOINTED TO CONSIDER PETITIONS 
FOR RESTORATION TO FELLOWSHIP 


The following committees were appointed to consider 
the petitions for restoration to fellowship of the following 
five former members: 


For Lionel M. Cole, Pittsfield: 
Maurice S. Eisner, Garvey Adeson and George M. 
Shipton. 


For Paul R. Donovan, Revere: 
Earle M. Chapman, Harold L. Musgrave and George 
L. Gately. 


For Roland O. Parris, Falmouth: 
John I. B. Vail, John P. Nickerson and Julius G. 
Kelley. 


For H. R. Record, Quincy: 
Cornelius J. Lynch, Cornelius A. Sullivan and Wil- 
liam J. MacAusland. 


For Frank J. Vaccaro, Pittsfield: 
Harry H. Bard, Newall N. Copeland and Modestino 
Criscitiello. 


M. M. S.— PROCEEDINGS OF THE COUNCIL 
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APPENDIX NO. 15 


RESOLUTION Presentep sy Dr. Eimer S. BAGNALL 


Wuereas, There is considerable confusion among the 
members of the Massachusetts Medical Society as to their 
proper place in the administration of compensable medical 
care to recipients of relief under the various welfare laws 
of the Commonwealth and under the ordinances and 
regulations of the cities and towns of the Commonwealth; 
now, then, be it 

Resotvep, That the president of the Massachusetts Medi- 
cal Society appoint a committee of five fellows for the 
following purposes: to assemble information, investigate, 
study and report to the Society, as soon as may be, on the 
proper place of physicians in the administration of medical 
care to persons receiving Old Age Assistance, Soldiers’ Re- 
lief and all other forms of welfare or assistance provided 
for by law and to be compensated therefor by the city or 
town responsible for the furnishing of such aid, relief or 
welfare to said person. 


APPENDIX NO. 16 


RESOLUTION PrEsENTED BY Dr. EpmMonp F. Copy 


Wuereas, Morbid anatomy is the foundation of medical 
knowledge; and 

Wuereas, The lessons derived therefrom constitute a 
most powerful postgraduate study; and 

Wuereas, The number of postmortem examinations 
now obtained both in hospitals and outside is deplorably 
small; therefore, be it 

Resotvep, That the Massachusetts Medical Society ap- 
point a committee to study the subject with a view of pe- 
titioning the General Court to increase the facilities for 
postmortem examination by making available the services 
of one well-trained pathologist in each district of the Mas- 
sachusetts Medical Society. 
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REPORT ON MEDICAL PROGRESS 


NEUROSURGERY 
Donatp Munro, M.D.* 
BOSTON 


T HE passing of 1939 marks the end of an era 
in neurological surgery. Raised, under the aegis 
of Horsley and Kocher, from the field of experi- 
mental surgery to the dignity of an important sur- 
gical specialty under the world leadership of Cush- 
ing, it is now obliged to proceed farther along the 
road to maximum usefulness without the guidance 
of either an actual or titular head. The deaths of 
Frazier and Cushing and the retirement of Elsberg 
leave the direction of American neurosurgery to 
their many pupils. Coincidentally a significant 
change has taken place in its type and extent. Its 
scope is no longer limited to tumors of the central 
nervous system and pain in the face. It has be- 
come plebeian. Its greatest concern nowadays is 
with the effects of trauma, and its greatest asset 
is an increasing knowledge on the part of the 
general surgeon of his own possibilities and lim- 
itations in this particular field. Among other 
things, its practitioners, like the general surgeon, 
must be willing to consult with specialists in 
otology, rhinology, dentistry, ophthalmology, urol- 
ogy, neurology and orthopedics. They must 
have some knowledge of the fundamental physical 
processes, and must be prepared to deal with the 
ordinary preoperative and postoperative and emer- 
gency surgical problems as they arise. It is be- 
coming increasingly apparent that the day of the 
neurosurgical giant who was omniscient in all the 
specialties has passed. A glance at the classified 
references at the end of this review emphasizes 
this, and re-emphasizes the equal necessity of real- 
izing that neurological surgery today includes 
much more than the surgery of central-nervous- 
system tumors. 


ANATOMY AND PHysIOLOGY 


Two papers on the circulation of the spinal cord 
should be studied in all their detail by every sur- 
geon who deals with the spine and its contents. 
They are by Suh and Alexander’ and Herren and 
Alexander,? and describe the architecture of both 
the arterial and venous circulations. Their dem- 
onstration of the importance of certain radicular 
arteries and veins cannot be overestimated. Atten- 
tion should be called more particularly to those 
ventral arteries that accompany the third and fifth 
cervical, the tenth thoracic and the second lumbar 
roots; the dorsal arteries that accompany the sixth 


*Assistant professor of neurological surgery, Harvard Medical School; 
surgeon-in-chief for neurological surgery, Boston City Hospital. 


thoracic and the third lumbar roots; and the veins 
that run with the fourth and fifth cervical, the 
first, fifth, eighth and ninth thoracic and the first 
and fifth lumbar roots ventrally, and the third cer- 
vical and first, ninth and twelfth thoracic roots 
dorsally. The significance of this knowledge in 
relation to thrombosis, root or tract section and 
cord injury is immeasurable. Of some importance 
also is a paper by Schajowicz® on the microscopic 
structure and pathology of intervertebral disks in 
the young. The development and growth of these 
surgically popular structures are well presented 
from the histological point of view. 


More and more attention is being paid to the 
maintenance of a proper water balance in all 
surgical patients. This is especially necessary in the 
neurosurgical group because of the maximum al- 
terations produced in the cerebral circulation and 
intracranial pressure by what are cften thought 
to be insignificant changes in fluid intake. How- 
ever, there is as yet no completely satisfactory 
method of testing for the presence of fluid im- 
balance. I have demonstrated that toxic dehydra- 
tion in craniocerebral injuries is invariably accom- 
panied by a dropping of the intracranial pressure 
to artificially low levels, but this identifies only the 
late stages of the process. Elkinton, Gilmour and 
Wolff! made a study of 10 surgical patients from 
the point of view of their water balance. As a 
result, they concluded that the “electrolyte and 
water balance in surgical patients may be evalu- 
ated fairly accurately by simultaneous determina- 
tions of hematocrit value, plasma protein, chlo- 
rides and carbon-dioxide combining power.” The 
total base is approximated from the latter two 
figures. “Hemoconcentration ... is an indication 
of serious depletion of the extracellular water,” 
and “a falling total-base concentration indicates 
excellular base depletion... .” A simpler method 
is that recommended by Hopps and Christopher.° 
They restudied the old McClure-Aldrich test in 
this connection, and in 7 cases found it to be “a 
sensitive and reliable index to the state of hydra- 
tion” and “a useful guide to the optimal fluid ad- 
ministrations provided the electrolyte balance was 
taken into consideration.” The test is done by the 
injection of 0.2 cc. of an 0.85 per cent solution of 
sodium chloride intradermally at standard points 
through standardized equipment. Unquestionably, 
neurosurgeons and general surgeons doing neuro- 
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logical surgery should pay greater attention to such 
fundamental work. 


INJURIES TO THE CENTRAL Nervous SysTEM 
Craniocerebral Injuries 


It can be taken as almost axiomatic that new 
surgical technical procedures will eventually prove 
to be rediscoveries. Strayer,’ in a fascinating ar- 
ticle entitled “Augustin Belloste and the Treat- 
ment for Avulsion of the Scalp,” traces back to 
1696 the development of the so-called modern 
method of early trephination of the outer table 
in the treatment of a denuded skull. “Belloste’s 
significant contribution was to state that small 
perforations of the outer table should be made at 
the primary dressing of the wound, thus entirely 
avoiding exfoliation or sequestration.” Surgery 
of today, and more particularly that of the special- 
ties, profits by such insults to its ego. 

A study of the x-ray characteristics of fracture 
of the cranial vault and the probability of demon- 
strating these fractures has been made by San- 
tagati® in Italy. It emphasizes the essential and 
incorrectable inaccuracy of this procedure, and 
mentions such causes of diagnostic error as thick- 
ened wound edges, defects in the film, arterial 
and venous grooves, and supernumerary and usual 
suture lines; it might well have included the in- 
dispensability of stereoscopic visualization of the 
suspected area. A greater appreciation of the roent- 
genological possibilities and deficiencies in relation 
to the skull would be of material aid to both pa- 
tients and roentgenologists. 

Subdural hematomas continue to hold the in- 
terest of the neurosurgeon, almost to the exclu- 
sion of any of the other varieties of acute cranio- 
cerebral injuries. One of the more extraordinary 
side effects of this interest is the persistence with 
which certain authors draw sweeping conclusions 
from an entirely inadequate number of cases, and 
the willingness with which certain journals allow 
such authers the use of their pages. Were the 
subject anything but subdural hematoma, articles 
such as that written by Coblentz® and published in 
Surgery and editorials such as that? which ap- 
peared in the Journal of the American Medical 
Association would hardly be accepted. The sol- 
emn statement by the former of trite conclusions 
based on an experience that is limited to 14 cases 
cannot be justified and reflects on the author. 
This is the truer when one realizes that there are 
already in the American literature numerous 
more complete reports on the same subject. More- 
over, the latter present conclusions based on in- 
dividual experience with hundreds of cases. 

On the other hand, the description of relaps- 
ing juvenile chronic subdural hematomas by Da- 
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vidoff and Dyke’? and Ingraham and Heyl’s!? 
study of subdural hematoma in infancy and child- 
hood are invaluable and should receive close at- 
tention. The former point out the danger, in 
children, of new bleeding into the sac of an old 
previously unrecognized cerebral subdural hema- 
toma and describe the diagnostic criteria. The 
latter call attention to the fact that the membrane 
formed around subdural hematomas occurring dur- 
ing the stage of brain growth must, if possible, be 
removed, or at least split vertically and horizontal- 
ly, if resultant pressure atrophy of the underlying 
cortex is to be prevented. 

Three cases of traumatic enophthalmos have been 
reported by Rand and Reeves.’? According to 
them, only 164 cases of this interesting and rare 
condition had been collected up to 1930. They 
believe that many slight examples of this condi- 
tion escape observation, especially in the earlier 
stages. It must be differentiated from facial hemi- 
atrophy, phthisis bulbi and microphthalmos. No 
treatment is of avail, and further recession occurs 
in many cases. Usually the visual acuity remains 
unchanged, but in a few cases vision becomes im- 
paired even to the point of blindness. 

In the past year the late effects of craniocerebral 
injuries have received attention. An outline of 
the care necessary during the convalescent period 
immediately following hospitalization has been de- 
scribed by Munro.’* Grant and Norcross" have 
reviewed the problem of repair of cranial defects 
by cranioplasty, and recommend a modification 
of the K6nig-Muller operation. This implies an 
osteoperiosteal homologous graft from the outer 
table of the skull. The article is well documented, 
and the important point is made that cranioplasty 
has definite indications (such as convulsive sei- 
zures and neurosis) beyond the closure of a defect. 
Heyman” reports the results of 280 operations on 
176 patients suffering from cerebral spastic paraly- 
sis. These cases were picked as suitable from a 
larger group of 1500. Surgery is used only in 
addition to and as supplementary to education, 
muscle training, occupational therapy and so forth. 
The paralyses were all the result of birth injuries. 
The procedures used were in general orthopedic 
in type, such as motor-nerve resection, tendon 
transplantation and arthrodeses. The end results 
were poor on the upper extremity and good on 
the lower. Munro’ considers the diagnosis and 
therapy of so-called “post-traumatic neurosis.” He 
emphasizes the indispensability of hospitalization 
previous to diagnosis and advice as to therapy, and 
holds that exploratory diagnostic trephination is 
not only justifiable but in many cases essential. An 
end-result study of 47 such cases in which this 
procedure alone made possible the diagnosis of 
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unencysted fluid subdural hematoma is presented. 
Gardner™’ writes about encysted subdural hema- 
tomas as seen late after acute injury. Both un- 
encysted and encysted types are end results of pre- 
viously unrecognized and untreated acute subdural 
hematomas. The unencysted hematomas were 
made up — in the acute stage —of large amounts 
of cerebrospinal fluid and little if any blood, while 
the latter—in the same stage were composed 
largely of blood with which was mixed little or no 
cerebrospinal fluid. Because of their respective 
compositions, only the latter developed a mem- 
branous envelope; and of these, only the clots in 
which liquefaction took place faster than organiza- 
tion manifested themselves later as encysted. 
Spinal Injuries 

The proper understanding and _ consequent 
proper care of the paralysis of the bladder that is 
associated with any significant degree of spinal- 
cord injury continue to be the most important fac- 
tors in the attempts being made to reduce the 
mortality of spinal injuries. The physiology was 
originally first adequately covered by Denny- 
Brown, and more recently has been restated by 
McLellan’* with certain modifications incident to 
disease of the nervous system. This book re- 
peats what had already been recognized by those 
with experience enough to justify their expressing 
an opinion on the subject, when the author states 
that paralysis of the bladder following nerve in- 
jury or disease passes through recognizable phases 
of physiologic activity on its way to recovery. 
These phases are easily but exclusively identifiable 
by cystometry. There can therefore be no excuse 
for such a statement as that made by Hinman,’® 
that the effect on micturition is retention, overflow, 
incontinence, automaticity and true incontinence. 
If one is to write on a vital subject, such a failure 
to keep up to date is inexcusable, and is matched 
only by the author’s extraordinary recommenda- 
tion of non-catheterization with manual expres- 
sion and cystostomy as the proper therapy for 
bladders of patients with spinal-cord injuries. 

The chance of non-infection of the bladder in 
spinal-cord injuries is so small as to be of no 
significance, and it can be accepted as fact that 
all such patients have a bacteriuria within seventy- 
two hours of the time of the injury, particularly 
if they have been catheterized. This bacteriuria 
is harmless if residual urine is never allowed to 
collect and remain undisturbed. Nevertheless, the 
neurosurgeon in charge must have some knowl- 
edge of modern chemical urinary anusepsis. Ezick- 
son*® studied 25 patients with urinary sepsis whom 
he treated with sulfanilamide. His best results 
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were in cases in which Bacillus coli and the strep- 
tococcus were found, and his failures were with B. 
proteus, Friedlander’s bacillus and B. pyocyaneus. 
He rightly insists that a complete urological study 
be carried out before administering the drug. 
Schar*’ reports some interesting and fundamental 
work on urinary antisepsis. He studied the ability 
of the bladder of animals and of man to absorb 
and excrete various chemicals. Among other 
things, he found that anesthetic substances, urine, 
water and the substances present in urine (espe- 
cially urea) were able to pass through the bladder 
wall in both species. All his experiments on man 
showed that an ulcerated bladder is capable of 
absorbing three times the amount absorbed by a 
normal bladder. From these and other data he 
justly concludes that in choosing substances to be 
used for bladder irrigation or instillation, the tox- 
icity, absorbability and concentration of the drug, 
as well as the capacity and condition of the mucous 
membrane, must be carefully considered. A study 
of the effect of surgery on the pain of spastic in- 
fected bladders is reported by Nesbit and Mc- 
Lellan.** They demonstrated that sympathec- 
tomy relieved pain in such cases by controlling “the 
spasm of the internal sphincter and perhaps other 
parts of the bladder musculature.” This is in 
agreement with Denny-Brown’s and my findings 
that the presacral connections carry only sensation 
of pain and not other afferent stimuli. Nesbit 
and McLellan hold that presacral neurectomy 
alone and without the additional exeresis of the 
lateral sacral sympathetic ganglionated chain will 
relieve as much pain as does the more extensive 
dissection. This denervation, moreover, does not 
render the bladder insensitive to pain that origi- 
nates from causes other than spasm of the vesicle 
outlet and detrusor mechanism. Such conserva- 
tive sympathectomy “should be resorted to in 
only those patients in whom that pain is clearly 
demonstrated to result from spasm of the vesicle 
outlet,” and “was not shown to cure the lesions 
of Hunner ulcer.” Surgeons who expect to change 
any other bladder activity or sensation by pre- 
sacral neurectomy should consult this article and 
its bibliography before doing the operation. Lo- 
man, Greenberg and Myerson** have produced a 
valuable paper on the effects of certain drugs on 
the urinary tract, with suggested clinical applica- 
tion. They find that Mecholyl causes the kidneys, 
ureters and especially the bladder to contract. 
Prostigmin alone has no effect, but enhances the 
effect of Mecholyl. Amphetamine (Benzedrine) 
gives exactly the opposite effect to that of Mecholyl, 
the kidneys, ureters and especially the bladder all 
relaxing and dilating. Atropine has the same ef- 
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fect as amphetamine but less in amount when 
used alone, and enhances the effect of ampheta- 
mine when used in combination with it. 

What is otherwise a most valuable paper by 
Coleman and Meredith** is spoiled by their at- 
tempt to analyze therapy and end results of all 
levels of spinal-cord injury at once, and more 
particularly by their statement that the imme- 
diate onset of total paralysis after a spinal-cord 
injury predicates and justifies the diagnosis of 
transection of the cord. This is not necessarily 
so, and ignores the well-known effect of the pres- 
ence of spinal shock in such injuries. I and 
doubtless many others have plenty of patients ac- 
tively earning their own living who as the result 
of a cervical spinal-cord injury were totally para- 
lyzed from the shoulders down immediately after 
their injury. Fractures of the atlas are studied 
in detail in a report made by Plaut.2® Unfortu- 
nately, the paper includes patients with and 
without associated cord injury, and is chiefly 
made up of reports of 99 cases extracted from the 
literature, there being only 6 of his own. How- 
ever, his statements that in recent years fatalities 
occurred in only 9 per cent of these fractures, and 
that an overwhelming majority of the patients 
recovered to full occupational activity, are encour- 
aging. Watson-Jones’s*® paper on the postural 
reduction of fractures of the spine should be read 
with a critical eye because, again, the cases with 
cord injury have not been sufficiently differenti- 
ated as to method of treatment and end results 
from those without it. Certainly my experience 
convinces me that such a rapid and forceful 
method of hyperextension as Watson-Jones advo- 
cates for the reduction of deformities in the thora- 
cic and lumbar spines will lead to nothing but 
trouble if there is any significant cord damage 
associated with the bone lesion. George’s”’ paper 
on 271 patients with spondylolisthesis and 42 with 
spondylolysis should be brought to the attention 
of surgeons interested in the effects of spinal in- 
juries. He presents evidence “which tends to 
confirm the theory that the lesion in spondylo- 
listhesis and spondylolysis is essentially a con- 
genital developmental defect in the interarticular 
portion of the laminae of the involved vertebra 
rather than the result of trauma.” 


INFECTION OF THE CENTRAL Nervous SyYsTEM 


No essential change in the therapy of meningitis 
and brain abscess has developed during the past 
year. The problem of osteomyelitis of the skull 
has been summarized by Mosher*® in an article 
that must be regarded at this time as the final pro- 
nouncement relative to this difficult and dangerous 
disease. This should be required reading for all 
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surgeons, and particularly for those specializing in 
nose and throat and neurological surgery. The 
importance and possibility of early diagnosis, the 
necessity for wide excision of the diseased bone, 
the inclusion in the excision of 2 to 4 cm. of what 
appears to be normal bone and the ultimate con- 
servatism of what the operator thinks is unduly 
radical surgery cannot be emphasized too strongly 
or repeated too often. 


The study of spinal infections has this year 
been concentrated on osteomyelitis of the ver- 
tebrae and its complications. Turner?’ reports 12 
of his own cases and adds 71 from the literature. 
The mortality ranged from 50 to 70 per cent, 
and extension of the infection to the spinal canal 
(epidural spinal abscess) was an infrequent but 
fatal complication. As in uncomplicated epidural 
spinal abscesses, Turner notes the frequency of 
skin lesions as an etiologic factor. Active surgery, 
with drainage of the abscesses and removal of the 
accessible involved bone, is as essential as the 
later treatment that is designed to prevent de- 
formities. 

Cairns®*® in a study of 968 intracranial operations 
considers the incidence, cause and prevention of 
wound infection in the operating room. He re- 
emphasizes the harm of tissue necrosis caused by 
too tight sutures, inadequate blood supply caused 
by a too narrow pedicle in the flap operations and 
the seriousness of streptococcal droplet infection. 
The last should receive more attention than it 
has. As Cairns and others have stated, and as I 
have also found true in my own operating room, 
the ordinary non-impervious tightly fitting mask 
made of gauze and pulled tightly over the nose 
and mouth gives so little protection as to be more 
of a liability than an asset. On the other hand, 
Cairns reports prevention of this complication by 
the use of a mask in which cellophane is incor- 
porated. This has been my experience also after 
five or more years of exclusive use of such a mask. 
The mask is made of two pieces of fine mesh 
gauze 10 inches square. Between them, and 
basted into place in such a way as to come in 
contact with one whole side and parts of two 
others, is stitched a piece of blue cellophane 9 
by 6 inches. Blue cellophane is used because its 
visibility is greater against the white gauze and it 
can be sewed in place with greater ease. Nine- 
inch tapes are sewed to each corner. The mask is 
put on with the cellophane covering the mouth 
and nose. The upper edge is pushed under the 
lower edge of the operator’s glasses, if he wears 
them, and the upper tapes are carried over the 
ears, pulled tight and tied beneath the occiput. The 
tapes from the lower corners are tied loosely be- 
hind the neck in such a way as to cause the lower 
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part of the mask to sag. This mask if applied 
as directed will not fog glasses, is entirely com- 
fortable in any kind of weather, is impervious and 
is inexpensive and easy to make. After use, the 
cellophane can be removed, the gauze sterilized 
and new cellophane put in. This invention is 
original neither with Cairns nor myself. It was 
first described in an article written by Blatt and 
Dale*’ and published in 1933. Cairns states that 
he has eliminated droplet hemolytic streptococcus 
infection in his wounds since adopting it. My 
experience has been the same, but I ascribe the 
immunity to this type of wound infection in part 
at least to the recognition and elimination of 
symptomless carriers. This is accomplished by 
weekly culturing of the noses and throats of all 
who enter the operating room during the win- 
ter months. 


INTRACRANIAL AND INTRASPINAL Tumors 

Diagnosis 

Watkins*’ has collected an interesting and sig- 
nificant group of patients with various similar 
eye symptoms, and reports on the diagnostic sig- 
nificance of the cerebrospinal-fluid findings. Cer- 
tainly these justify a greater attention to the dif- 
ferential diagnosis between optic neuritis, toxic 
amblyopia and tumors with scotomas. What 
might be looked on as an addendum to this 
paper — not because of the time element but be- 
cause of the content—has been published by 
Dandy.** 


Localization 

The localizing value of surface pain in refer- 
ence to a deep lesion has always fascinated the 
surgical profession, and neurosurgeons are no ex- 
ception. Lewy** is the latest to discuss this in- 
tangible and dangerous subject, and considers 
hyperpathia of the scalp in relation to 100 patients 
with intracranial lesions. His findings warrant at- 
tention only because they may lead to a better 
understanding of the various unexplained cephal- 
algias. Incongruity in defects in the visual fields 
has been studied as to its localizing value by Har- 
rington.*® He identifies the source of the asym- 
metry of incomplete homonomous hemianopic 
defects in the visual fields as being in the tem- 
poral lobe and as decreasing in amount as the lo- 
cation of the lesion moves backward. This find- 
ing, however, is possible only by careful quanti- 
tative perimetry. Thus, the necessity of co- 
operation between the various branches of medi- 
cine is again emphasized. 


Miscellaneous Tumors 


Bailey, Buchanan and Bucy*® have filled a great 
gap in tumor literature with their book on the 
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intracranial tumors of infancy and childhood. The 
presentation is clear and authoritative, reads easily 
and is not too specialized. Above all, they consider 
for the first time, so far as I know, the problem 
of the operability of intracranial tumors from the 
exclusive point of view of the end result to the 
patient, and not as another item in the solution of 
a problem in histology. A paper on intracranial 
solitary chondroma would not ordinarily be sufhi- 
ciently significant to warrant comment. How- 
ever, that written by Chorobski, Jarzymski and 
Ferens*” on this subject presents in addition the 
interesting fact that such a tumor may occur at 
the exact site of a previous cranial injury. All the 
clinical and pathological findings necessary to 
assume a causal relation between the injury and 
the tumor were present. This is important, be- 
cause it has generally been believed that menin- 
giomas were the only tumors that could be con- 
sidered as resulting at times from cranial trauma. 


Pituitary Tumors 


One of the most valuable neurosurgical publi- 
cations of the year is that by Henderson®® on 
pituitary adenomas. This is a follow-up study of 
the surgical results in the 338 cases of Cushing’s 
series. Space precludes quoting his conclusions 
in full, but certain of the more significant facts 
can be repeated. For example, in a group of 260 
chromophobe and 67 acidophilic adenomas, no 
basophil adenoma had been identified. Chromo- 
phobe adenomas produce only local pressure ef- 
fects, while acidophil adenomas evoke general con- 
stitutional disturbances and often local effects in 
addition. Of the patients with chromophobe 
adenomas, 65 per cent returned to their work six 
months after operation. In 29 per cent there was 
no improvement, and in 5.4 per cent the symp- 
toms had progressed in less than six months. The 
type of operation (transphenoidal or transfrontal) 
made little difference in these figures, but visual 
recovery was more complete after the transfrontal 
procedure. The late results indicate a great vari- 
ability in the rate of growth and behavior of these 
tumors; however, 95 per cent of the patients who 
had a recurrence had it within five years after the 
operation. The beneficial effect of postoperative 
x-ray therapy and the superiority of the trans- 
frontal over the transphenoidal operation as re- 
gards late results are shown. No patients were 
given x-ray therapy alone. The clinical course of 
acromegaly (acidophil adenoma) differs from that 
of the chromophobe adenoma. In the acidophil 
tumors, operation usually produces marked im- 
provement in vision but may have no effect on 
the severe headaches. The acidophil tumors are 
more amenable to x-ray therapy. Waughan*® and 
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Schnitker, Cutler, Bailey and Vaughan‘? have 
written on the place of irradiation in chromophobe 
adenomas and acromegaly. They conclude that 
irradiation should be tried for the chromophil as 
well as for the chromophobe adenomas before sur- 
gery is used and unless there is imminent danger 
of permanent visual impairment. This conclusion 
re-emphasizes the best present-day opinion on this 
matter, and to it need only be added the warning 
that the surgeon-in-charge is lax if he does not 
require a patient undergoing such treatment to 
have his visual fields checked every six months or 
oftener. An authoritative and more general ap- 
proach to this subject will be found in the series 
of research publications on an investigation of the 
most recent advances relative to the anatomy, 
physiology and general considerations of clinical 
importance of the pituitary gland. These are 
available in the form of a bound volume,** and 
emanate from the Association for Research in 
Nervous and Mental Diseases. 


Acoustic Neuromas 


The problem of whether to do a total extirpa- 
tion of an acoustic neuroma and give the patient 
a complete facial palsy or an intracapsular enu- 
cleation, leaving the innervation of the face intact 
but subjecting the patient to the certainty of a re- 
currence of the tumor, is still under discussion. 
Horrax and Poppen* report in detail on a series 
of 35 cases. They advocate total extirpation on 
account of a lower operative and total mortality, 
and because their mortality in the recurrent cases 
has been high. Gardner** and others subscribe to 
this point of view. Probably the best person to 
decide is the patient! 


Spinal Tumors 


The diagnosis and therapy of spinal tumors 
appear to be fixed. A paper by Boldrey and El- 
vidge** on dermoid cysts of the vertebral canal 
adds 3 cases to a collected total of 37. The cysts 
are slowly progressive and do not produce com- 
pression until the second, third or fourth decade. 
Since their removal is usually incomplete, they 
tend to recur. Pilonidal sinus is frequently as- 
sociated with them. Horrax and Henderson* re- 
port a case in which there was an encapsulated 
intramedullary tumor which extended the whole 
length of the cord. To remove it required two 
operations —the removal of all spinous processes 
and laminae from the axis through the second lum- 
bar vertebra, as well as the splitting of the spinal 
cord down the middle of its posterior surface 
for its full length. As the authors say, a single 
case report is usually valueless, but this case merits 
attention as much for the sake of the surgical pro- 
cedure as for the tumor. 
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X-ray Therapy 

Uncertainty as to the possibilities and limitations 
of x-ray therapy of brain tumors is so widespread 
that reports such as that written by Nessa‘* are 
of great value. He details the results obtained by 
irradiation in a series of 44 cases in which the 
diagnosis was proved by biopsy or necropsy. It 
would appear from this study that x-ray therapy 
in certain cases of brain tumor may be distinctly 


helpful, and that the dosage should be materially 
increased. 


PERIPHERAL Nervous Systext 


Aird and Naffziger*’ have published the results 
of some interesting work on the regeneration of 
peripheral nerves. The experiments were made on 
dogs and were well controlled. The results led 
these authors to believe that very satisfactory re- 
covery of muscular function can follow the anasto- 
mosis of small proximal to large peripheral nerves; 
that synergistic muscle groups may be successfully 
reinnervated by the anastomosis of the nerve sup- 
plying one of those muscles to the peripheral por- 
tions of the nerves innervating both groups of the 
synergistic muscles; and that the flexor muscles 
of the leg showed a better functional result than 
the extensor. The widespread possible clinical 
application of this work —as in poliomyelitis — 
is obvious. 

Nerve injuries associated with supracondylar 
fractures of the humerus in children were studied 
at the Boston City Hospital by Bailey.** He re- 
ports 71 such fractures seen in three years, with 6 
cases complicated by nerve involvement. Four of 
the 6 cases had radial, 1 median and 1 radial, 
median and ulnar nerve involvement. From a 
study of these cases Bailey concludes that the 
paralysis may occur either as the result of the 
fracture or from trauma during reduction; that 
the radial nerve is the most commonly affected; 
that it is usually not severed but rather contused; 
and that beginning return of function, if it is to 
occur, may be expected in the paralyzed muscles 
within eight weeks, with complete return in four- 
teen weeks. Reductions should be gentle, weak- 
ened muscles must be supported, physiotherapy 
instituted early and exploration of the nerve under- 
taken if no recovery of function is manifest with- 
in twelve weeks. In view of the fact that these 
cases are usually seen by either the general sur- 
geon or the orthopedist, whose main interest is 
in the fracture, the importance of this paper can- 
not be overestimated. The possibility of nerve in- 
jury in association with all fractures of the lower 
three fourths of the humerus should receive the 
same degree of attention that the possibility of 
nerve injury in association with the head of the 
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fibula does. Equal care should be taken in the 
application of circular splinting material, adhesive 
plaster, bandage and so forth, and an equal anx- 
iety as to the possible deleterious effect of such 
splints should be exhibited at all times. Above 
all, no circular plaster should be put on these 
fractures without making provision at the time 
of application for a cock-up support of the wrist 
and hand, whether or not evidence of nerve 
injury is present. Exploration or repair of the 
nerves of the extremities should not be under- 
taken without a full knowledge of the technical 
requirements of such a procedure. Among the 
more essential of these is burial of the exposed 
part of damaged peripheral nerves, whether or 
not sutured, in muscular tissue, if later inter- 
ference with return of function from scar con- 
traction at the operative site is to be avoided. 

The treatment of facial paralysis is well cov- 
ered by Cleveland.*? He reviews the literature 
from 1932 to 1938, and covers all phases of this 
difficult problem thoroughly. He reaches no con- 
clusions, however, and the reader must draw his 
own. Anyone having the responsibility of the 
treatment of facial paralysis should not fail to 
consult this article in detail before making up 
his mind as to the best therapeutic method to be 
applied to the individual case. Brown’s®® article 
on the utilization of the temporal muscle in the 
correction of facial palsy should also be consulted. 


SYMPATHETIC AND PARASYMPATHETIC 
Nervous SysTEMS 


What used to constitute the bulk of neurosurgi- 
cal literature has now simmered down to a num- 
ber of articles that is commensurate with the prac- 
tical possibilities of the surgery of the sympathetic 
and parasympathetic nervous systems. Among 
the most practical opportunities for therapy along 
this line is the modern treatment of hyperhidrosis 
of nervous origin, as described by White.’ Such 
appropriate surgery returns to otherwise perma- 
nent invalids the power again to earn their living 
and to mingle freely with society. Its value can- 
not be overestimated. Meigs®’ re-emphasizes the 
effect of presacral neurectomy on dysmenorrhea. 
He confirms my earlier observations that the el- 
fect of this denervation on bladder activity is nil 
if limited to the hypogastric plexus itself. While 
his conclusions in general are sound and should 
guide the application of this specialized operation, 
his description of the physiology of this plexus 
leaves much to be desired, and, as has recently 
been demonstrated, is wrong in many of its major 
concepts. 

Denervation of the carotid sinus for the so-called 
carotid-sinus syndrome has been described from 
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France by Léger.** His suggestion that novocain 
be injected into the intercarotid notch before strip- 
ping the vessels is sensible. According to my ex- 
perience, however, the length of vessel that Léger 
strips on either side of the fork is inadequate. His 
claim that the field of usefulness of this procedure 
embraces epilepsy (sic) is untenable, unless some 
more accurate diagnostic classification is used. His 
and Rovenstein and Cullen’s®* preoccupation with 
the type of anesthetic to use in these cases seems 
somewhat unnecessary. In 14 of my cases I have 
used ether given by the drop method on an open 
mask and usually preceded by a small dose of 
Avertin, and have had no difficulties of any sort. 
However, I am:as opposed as are these authors to 
the use of local anesthesia in such cases. 

A note by de Takats®® on the use of acetylcho- 
line as a diagnostic test in cases of megacolon de- 
serves more attention than its length would appar- 
ently warrant. As a stimulant of the parasympa- 
thetic outflow, this use of acetylcholine will doubt- 
less lead to a greater efficiency in the diagnostic and 
therapeutic study of large numbers of the diseases 


of the bladder and lower bowel. 


VASCULAR SYSTEM 


The elucidation of the problem of essential vas- 
cular hypertension proceeds, perhaps not apace, 
but rather in a slower and more orderly manner 
than heretofore. Heymans,”* in a short report, has 
a concise statement of his experimental approach 
to this subject. He includes his pertinent physio- 
logical findings as well as his own and his several 
collaborators’ conclusions. He is refreshingly mod- 
erate and judgmatic in his statements. Surgically, 
a series of twelve cases is reported from France 
by Paliard and Etienne-Martin.*” Davis and 
Barker®® describe their findings in a group of sim- 
ilar cases, as well as their experimental work on 
the combination of surgery and the therapeutic ad- 
ministration of potassium sulfocyanate. From the 
medical point of view, Robinson and O’Hare®® 
also discuss potassium sulfocyanate therapy. So 
far as the individual patient with hypertension is 
concerned, methods that can be used for his relief 
will vary both in efficiency and in type with the 
enthusiasm of the doctor whom he consults. The 
more consultants he sees, the greater will be his 
conviction that essential vascular hypertension is 
as yet neither understood nor properly treated. 


Aneurysms of the carotid circulation have come 
in for considerable attention during the past year. 
Dandy’s® report of 3 intracranial cases that were 
successfully closed by trapping the aneurysm be- 
tween a ligature of the internal carotid artery in 
the neck and a second ligature applied to the same 
vessel intracranially and distal to the aneurysm, 
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brought to light a number of other cases that 
have been successfully treated. Furthermore, the 
fact has been emphasized that a worth-while series 
of cures have resulted from simple closure of 
the carotid artery in the neck. This, however, 
should not be attempted unless sufficient pre- 
operative compression of the artery is carried 
out and unless the operator is certain of his diag- 
nosis. Singleton®* has written an interesting paper 
on the arteriovenous type of intracranial aneurysm. 
His suggested use of sclerosing solutions in the 
dilated ophthalmic veins is, to say the least, stim- 
ulating. Robertson®? introduces a note of con- 
servatism in the discussion, and emphasizes the 
need of preoperative preparation, as well as the 
successes that have followed the use of non- 
operative therapy in the past. In general, it may be 
said that intermittent occlusion of the carotid ar- 
tery in the neck should be practiced before any 
permanent closure is undertaken. This should be 
continued until occlusion can be maintained with- 
out symptoms for thirty minutes at a time. 

All traumatic carotid and cavernous sinus an- 
eurysms should be treated by ligation of the com- 
mon carotid, to be followed by ligation of the inter- 
nal carotid in the neck on the side of the aneurysm. 
Ligation of the ipsilateral and contralateral external 
carotids can be done before or after intracranial 
closure of the involved internal carotid and _ pos- 
sibly, as Grant® suggests, intraorbital ligation of 
the ophthalmic veins in addition. Other types of 
aneurysm must still be dealt with as individual 
problems, and with the risks and benefits of 
therapy assessed separately for each patient. 


Pain 
General 


Within the last two or three years the injection 
of cobra venom has come into some use as a 
method of treating pain that cannot be prevented 
by other means. Its effectiveness seems to be 
unpredictable, and there has been need for a great- 
er knowledge of how to use it. Rutherford®* 
offers helpful suggestions along this line. In a 
carefully controlled series of 17 cases, 46 per cent 
of the patients were completely and 88 per cent 
were half relieved of their pain. Rutherford notes 
that if there is a favorable response it begins on 
the third or fourth day, and is complete by the 
sixth or seventh day after the injections are start- 
ed. No increase in relief can be expected with an 
increase in dosage. In those relieved, maintenance 
of relief was usually possible with an ampule 
every other day. The only objection to the use 
of this substance, so far as I have been able to 
determine, is the unpredictability of its effect and 
the expense. 
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Pitts and Browder®’ add further evidence relative 
to the efficiency of spinal subarachnoid alcohol 
injections for the relief of pain in properly selected 
cases. If possible, the injection should be so made 
as not to bathe the sacral roots. Care should al- 
ways be taken to avoid injecting too large a quan- 
tity at any one time. The possibility of causing 
permanent dysfunction of the bladder and lower 
bowel, no matter how perfect the technic, should 
never be forgotten, and appropriate warning 
should be given the patient beforehand. Even at 
its worst, the procedure is a distinct aid to the 
therapeutic measures available for dealing with in- 
tractable pain. 


Back Pain 


Papers about back pain still deal almost exclu- 
sively with ruptured intervertebral disks and their 
protruded nuclei. Fincher,°* under the general 
heading of low-back and sciatic pain, reports his 
attempts to substitute air for Lipiodol in outlining 
the defect made by the protruded nucleus. In the 
last analysis, no more can be said today for the 
substitution of air for Lipiodol in the diagnostic 
study of these cases than this: it may be tried, but 
the resultant diagnoses have a very high percent- 
age of error. A better paper that discusses the 
intraspinal causes of back pain is that by Bradford 
and Spurling.*” They report on 60 cases which 
include examples of herniated nucleus and thick- 
ened ligamentum flavum. The cases have been 
well studied, and the data on them are unusually 
complete. Perhaps the best point that these wri- 
ters make is the importance of studying the dis- 
tribution of the Lipiodol in the axillary pouches 
so characteristic of the points of exit of the cauda 
equina. Preoperative recognition of lateral pro- 
trusions of the loose cartilage is possible by this 
means — a vital point in relation to diagnosis, and 
to operative technic as well. It cannot be doubted 
that the time has now arrived for surgeons to 
become definitely conservative in making the 
diagnoses of extruded nucleus pulposus and thick- 
ening of the ligamentum flavum if they do not 
wish to undo all the good that has been accom- 
plished to date in dealing with cases of intractable 
sciatic and low-back pain. The diagnosis of her- 
niation of the nucleus should never be made with- 
out symptoms that can be ascribed to irritation or 
compression of one spinal root, and at least a dem- 
onstration by Lipiodol of a characteristic defect 
at the proper point or an increased cerebrospinal- 
fluid protein, preferably both. Operative interfer- 
ence should not be undertaken by the general or 
orthopedic surgeon. This operation, except for 
any associated fusion, is a neurosurgical one and 
should be exclusively carried out by men qualified 
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in that line. Already much harm has been pro- 
duced by inadequate and incorrect diagnoses and 
by the damage done by inept and ignorant opera- 
tors. The diagnosis of significant thickening of 
the ligamentum flavum is even more difficult, and 
even less convincing at operation. It is significant 
that discussion of its presence has almost disap- 
peared from the surgical literature during the 
past year. The profession must sedulously avoid 
making of these conditions, as was done in the 
past with “sacro-iliac strain,” another diagnostic 
wastebasket. 


Pain in the Face 


Studies of facial pain during the past year have 
been chiefly concerned with fifth-nerve neuralgia. 
The usual crackpot types of suggestion, such as 
using typhoid vaccine as a therapeutic measure, 
have been made. A certain persistence in the be- 
lief in the efficiency of vitamin feeding as a treat- 
ment for tic is also still manifest. However, those 
who believe in the latter’s effect conveniently for- 
get the remissive characteristics of the disease, and 
the frequent difficulty encountered in differentiat- 
ing true tic and other facial neuralgias. An in- 
creasing individual experience corrects these errors 
sooner or later. The most significant work was 
that done by Sjérqvist.°* Nothing more funda- 
mental or of greater importance along this line 
has come out since the original work of Frazier 
and Spiller. Sjérqvist has been able to work out 
the pathway of the pain fibers as distinct from 
those carrying other forms of sensation as they 
pass through the posterior root of the fifth cra- 
nial nerve and into the medulla. As a significant 
piece of practical neurophysiology, this work can- 
not be overestimated. As a practical aid by way 
of a new operation for the relief of trigeminal 
neuralgia, it still leaves much to be desired. Even 
in Sjérqvist’s hands, the results have not been en- 
tirely favorable, and the complications have been 
rather frequent and severe. Rowbotham,” to be 
sure, reports favorable results in 2 cases, but this 
number cannot be considered enough to offset the 
deficiencies found in Sjérqvist’s series of 9. Hynd- 
man” adds another uninteresting chapter to the 
discussion as to whether the temporal or cerebellar 
route is the better one to use in extramedullary 
section of the sensory root of the fifth nerve. The 
article redeems itself, however, because in it is 
described a new guillotine knife, which has every 
appearance of becoming a useful addition to the 
neurosurgical armamentarium. The perennial dif- 
ficulty of differentiating true trigeminal neuralgia 
and the other facial neuralgias is further compli- 
cated by the description of a new syndrome of 
vascular headache and its treatment by histamine. 
Horton, MacLean and Craig’ report on 84 pa- 
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tients who, in the fourth or fifth decade of life, 
had causeless headaches not of the migraine type. 
The headaches were accompanied by a constant, 
excruciating, burning, boring type of pain which 
was limited to one side of the head and involved 
the eye, the temple, the neck and often the face. 
There were no trigger zones. There was fre- 
quently marked tenderness on pressure over the 
branches of the external and common carotid ar- 
teries. The attack appeared and disappeared sud- 
denly, and remissions and exacerbations occurred. 
A vasodilatation on the same side of the head as 
the pain was invariably coincident with the onset 
of the pain. Sixty-five patients obtained definite 
and permanent relief for from two weeks to eight- 
een months following the subcutaneous injection 
of 0.05 mg. of histamine twice daily for two days. 
This dose was increased on the third and fourth 
days to 0.066 mg. twice and on the fifth day to 
0.1 mg. twice. This last dose was continued twice 
a day for two or three weeks. Surgical interven- 
tion is not warranted. 


DIacNosis 


So many neurosurgical diagnostic procedures 
used today depend on the introduction into the 
body of radio-active or radio-visible substances that 
a knowledge of their dangers and limitations is 
essential to the surgeon. The use of Thorotrast, 
while not so indiscriminate as in the past, is still 
a recognized neurosurgical diagnostic procedure. 
Jacobson and Rosenbaum” report the postmortem 
findings and the results of their study of the radio- 
activity of the tissues taken from a patient who 
died five years after the use of Thorotrast. In the 
light of their investigation it cannot be seriously 
contended that even the diagnostic use of the 
radio-active substance is harmless. Carrillo,‘* in a 
book on iodoventriculography as applied to pos- 
terior fossa tumors, takes what must be consid- 
ered an extreme view of the necessity for the 
diagnostic use of radio-active and radio-visible sub- 
stances. Even though the work is based on 550 
cases, I can see no justification for his enthusiasm. 
Modern tumor neurosurgery recognizes that the 
type of surgery applicable to the individual neo- 
plasm depends as much on the determination of 
its cellular make-up as it does on its location. Op- 
erative exploration is indispensable in order to 
determine the former, and will necessarily accom- 
plish the latter without the introduction into the 
ventricular system of unreclaimable foreign sub- 
stances. The same criticism applies to the work 
done by Fischer’ in his attempts to make a pre- 
operative histological classification of cerebral tu- 
mors by angiography. It cannot be emphasized too 
strongly that this process is dangerous, and is jus- 
tifiable only in very exceptional cases. 
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With the widespread popularity of the extruded 
nucleus pulposus as a possible cause of any type 
of pain in the back and legs, the intrathecal 
injection of Lipiodol has reached alarming pro- 
portions. This is the truer because a knowl- 
edge of its late effects on cauda equina, meninges, 
cord and roots has been conspicuous by its ab- 
sence. I have had a case in which the aqueduct 
of Sylvius was blocked after diagnostic intraven- 
tricular injection of Lipiodol, and an otherwise 
normal brain was transformed into one with a 
slowly advancing hydrocephalus, as the result of 
the attending doctor’s use of his imagination rath- 
er than his knowledge. Brown and Carr? have 
contributed a valuable paper on this subject. They 
review the literature and report one completely 
worked up case. They conclude that “the use of 
any substance which may produce such changes 
. . . cannot be regarded as entirely harmless and 
. . . Its indiscriminate use should not be encour- 
aged.” 

The recent substitution of 95 to 98 per cent 
oxygen for air in ventriculograms and encephalo- 
grams may possibly be of some use in promoting 
the comfort of the patient immediately after these 
procedures. Impartial observers do not agree on 
this point. All agree, however, that the absorp- 
tion of oxygen from the ventricles and subarach- 
noid space is so much faster than that of air 
that without perfect and immediate roentgen- 
oscopy the final films of a given series of x-ray 
exposures may be so poor as to be unreadable. 
Congdon and Burgess’® fail to emphasize this 
point in their paper on the use of oxygen in the 
treatment of abdominal distention and other con- 
ditions. 

The early recognition of the presence of surgi- 
cal shock and its differentiation from hemorrhage 
are of great importance. Moon” points out why 
this is so, mentions the weakness of previous differ- 
ential diagnostic methods, and offers a simple and 
an apparently reliable test for such recognition. 
He reaffirms what many surgeons have stated pre- 
viously, that arterial blood pressure is not an ac- 
curate criterion of the presence of shock. He 
further states—and others have had the same 
experience since the publication of his article: 
“The presence of hemoconcentration is the earliest 
clinical sign of shock. It is easily detected, is reg- 
ularly present before other signs appear, and 
results from the same mechanism which causes 
shock.” He affirms that hemoconcentration may 
be shown by hematocrit readings, an increase in 
specific gravity, hemoglobin determinations or 
erythrocyte counts. His experience indicates that 
the last is more satisfactory as an index than any 
of the others. Thus, a rise in the red-cell count 
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of from 5,000,000 to 6,000,000 represents a concen- 
tration of 20 per cent. This is ominous, and indi- 
cates that the mechanism of shock is already in 
operation. A concentration of 40 per cent is soon 
followed by other evidence of circulatory disturb- 
ance. The importance of this test cannot be over- 
estimated. 

Since alcoholism so frequently complicates 
craniocerebral injuries, a diagnostic procedure that 
is reasonably accurate has long been needed. Jet- 
ter,’® although primarily interested in determin- 
ing the presence of legal intoxication, points out 
the value of ascertaining the concentration of blood 
alcohol, and mentions its use in diagnosing coma 
from an unknown cause. 

Myeloscopy, the visualization of the cauda 
equina through an ingenious development of the 
cystoscope principle, has been made possible by 
Pool.’® He was able to make accurate preoperative 
diagnoses by this method when other means had 
failed. Unquestionably the field of usefulness of 
this instrument will and should spread. 


ANESTHESIA 


Beecher® introduces a note of sanity in estimat- 
ing the statistical and other data relative to any 
given anesthetic. Before accepting at their face 
value claims made for any one anesthetic as being 
better than others, the surgeon should bear in 
mind this author’s statement about significant fig- 
ures for computing relative death rates. 

The effects of anoxia, according to McClure, 
Hartman, Schnedorf and Schelling,** may usually 
be demonstrated during anesthesia induced by 
present-day methods. In view of the increasing 
popularity of the barbiturates, their statement that 
the use of these chemicals as narcotics tends to 
produce anoxia of the histiotoxic type must be 
given due weight. Caution must be observed in 
their use for other reasons also. This latter applies 
particularly, in my experience, to the present 
most popular neurosurgical anesthetic, Pentothal 
Sodium — sodium ethyl (1-methyl butyl) thiobar- 
bituric acid. Injudicious haste in administration 
and the use of too large doses induce laryn- 
geal spasm with not only anoxia but also an- 
oxemia. Small amounts of ether by inhalation 
will stop the spasm but prophylaxis is a better 
way. The makers advise against the use of this 
drug in prolonged operations, in patients with 
significant liver damage and in conjunction with 
the administration of sulfanilamide. Lundy*’ ad- 
vocates reduction of the strength of the Pentothal 
Sodium solution to 2.5 per cent. He is also con- 
cerned with the patient’s respiratory activity, and 
on that account considers the drug unsuitable for 
children, and believes it necessary at times to re- 
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sort to positive-pressure administration of oxygen. 

Myerson, Loman, Rinkel and Lesses*’ investi- 
gated the effects of amphetamine (Benzedrine) 
on Sodium Amytal narcosis. They found that the 
former was effective in preventing or counteracting 
the sleep induced by the latter, and that in addi- 
tion a rapid and prolonged rise in blood pressure 
was brought about. The surgical application is 
obvious. 


MiscELLANEOUS 


Hyndman and Van Epps** have written an in- 
teresting paper on the possibility of differential 
section of the spinothalamic tract. In connection 
with this they contend that the dentate ligament 
actually lies more posteriorly than is popularly 
supposed, and that the spinothalamic tract extends 
farther forward than is usually stated. Basing 
their contention on a presumed laminated ar- 
rangement of the fibers in the tract, they argue 
that, by properly locating the section, pain can be 
abolished in one region of the body without affect- 
ing other parts. The conception is stimulating 
but needs verification. 

Of considerable interest to industrial as well as 
to neurosurgeons is the paper by Weeks and Alex- 
ander®® on the distribution of the 60-cycle alter- 
nating current in the animal body. They found 
that the current as they studied it passed through 
the animal body as through a structureless gel. 
It always chose the shortest path from contact to 
contact and was not deflected by anatomical land- 
marks. If the two contacts were the two hind feet, 
the current never reached the spinal cord. If the 
contacts were one hindfoot and one forefoot, the 
current crossed the spinal cord at such an angle 
as would demarcate the shortest line from one 
contact to the other. If the current was passed 
from forefoot to forefoot, the path crossed the 
cord with the greatest concentration of current at 
the seventh cervical segment. In no case did the 
current actually reach either the medulla or the 
cerebellum. This would appear to offer an ex- 
perimental demonstration and explanation of the 
clinical facts that the respiratory paralysis asso- 
ciated with electric shock is correctable in many 
cases if therapy is applied early, and that spinal- 
cord lesions may be frequent and permanent under 
the same circumstances. 

Sodium diphenyl hydantoinate (Dilantin) was 
introduced by Merritt and Putnam® as an adjunct 
and a possible substitute for older drugs that have 
already proved their worth in the medical therapy 
of convulsive seizures. While its effectiveness in 
the nonsurgical type of epilepsy has been ade- 
quately demonstrated, it does not appear to be as 
effective in controlling seizures that have what 
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might be called a surgical background. Too much 
should not be expected of it, therefore, in such 
cases. 
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CASE 26101 
PRESENTATION OF CAsE 


First Admission: A fifty-five-year-old man was 
admitted to the hospital complaining of tarry 
stools. 

The patient was well until four months before 
admission when he noticed a slight amount of 
bright-red blood in one stool, but saw no more 
blood in subsequent stools. Three months before 
entry he went to his doctor because of an “all- 
in feeling.” He complained also of fatigue, weak- 
ness, dyspnea on exertion and headache. He was 
told that his hemoglobin was “30,” and was sent 
home with iron tablets to be taken regularly. 
Tarry stools appeared while taking the drug and 
persisted after he stopped treatment. X-ray films 
were taken, and a duodenal ulcer was diagnosed. 
He was put to bed for some weeks, was placed on a 
Sippy diet of milk and cream with Ventrex, and 
showed a marked improvement. Two months be- 
fore admission he had gained about 28 pounds and 
his hemoglobin had risen to “75.” He caught a 
bad cold, however, developed an unproductive 
cough, and was told by another physician that he 
had “sinusitis.” He began to feel poorly again 
and rested at home. About three weeks before 
admission his hemoglobin level was “55,” and his 
stools were tarry black, even without iron. Five 
days before entry he was seen by a member of 
the staff of this hospital, and referred here for 
further treatment. At no time had the patient 
experienced abdominal pain, nausea, vomiting or 
fullness after meals. There were no fainting 
spells, sweating or sudden onset of marked pal- 
or. 

The patient smoked ten cigarettes a day, and 
drank three or four glasses of beer daily in the 
summertime. He denied the use of hard liquors. 
He further denied any financial, marital, social 
or psychic upsets or conflicts during the recent 
past. 

Physical examination revealed a pale, fairly well- 
developed and nourished man, who lay comforta- 
bly in bed. There were no positive findings. The 
heart, lungs and abdomen were normal, and a 
neurological examination negative. The blood 
pressure was 120 systolic, 68 diastolic. 

The temperature, pulse and respirations were 
normal. 
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Examination of the blood revealed a red-cell 
count of 2,890,000 with 55 per cent hemoglobin, 
and a white-cell count of 6800 with 67 per cent 
polymorphonuclears. The stained smear showed 
“considerable” achromia and anisocytosis, with a 
rare stippled celi and an increase in the number 
of platelets. The urine was negative. The stool 
showed a ++++ guaiac test. A van den Bergh 
test was “too low to read,” and a liver-function 
test was normal. A blood Hinton test was nega- 
tive. 

Roentgenograms of the colon by barium enema 
revealed multiple diverticula, and a gastrointestinal 
series showed that the mucosa of the stomach 
and duodenum were thickened throughout. In 
the duodenum there was what appeared to be a 
small ulcer crater on the posterior wall in the 
superior margin. Films brought to the hospital 
by the patient showed a much larger crater in 
this area. 

There was no evidence of ulceration, polyp or 
tumor by proctoscopy. Special blood studies 
showed that the mean cell volume was 25.0 per 
cent, and the plasma prothrombin 72 per cent of 
normal. The bleeding time was 344 minutes, 
and the clotting time prolonged (6 to 10 minutes). 

The patient was placed on a regime of 15 cc. of 
Cerophyll (the preparation contains vitamin A, 
Bi, Be, C, K and the grass-juice factor) three 
times a day and was given a blood transfusion. A 
re-examination of the gastrointestinal tract by roent- 
genography, fourteen days after the first gastro- 
intestinal series, revealed no definite evidence of 
ulcer; there was practically no deformity of the 
duodenum. The small bowel was completely ex- 
amined and showed no evidence of disease. The 
patient improved slightly, but continued to pass 
tarry stools. On the twenty-first hospital day an 
exploratory laparotomy under nitrous oxide, oxy- 
gen and ether was performed, using a long right 
paramedian incision. The entire gastrointestinal 
tract was examined. The stomach was normal. 
There was a small hiatus hernia admitting two 
fingers; the neck was not tight. There was no 
induration about the duodenum that suggested 
ulcer. There was no Meckel’s diverticulum. There 
were no palpable polyps in the colon, though sev- 
eral non-inflamed sigmoid diverticula were pal- 
pated. The appendix was removed in the usual 
fashion, and the wound closed in layers. Post- 
operatively the patient seemed improved, though 
he continued to pass tarry stools. He was dis- 
charged thirteen days after operation on his pre- 
operative regime, to be followed at home. Before 
discharge, a gastroscopy revealed a diffuse hemor- 
rhagic process throughout the antrum and body 
of the stomach. The mucosa appeared pale and 
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smooth throughout, with small rugae, the mar- 
gins of which were markedly reddened. There 
were numerous areas of submucosal hemorrhage 
and blotchy reddening. It was stated by the op- 
erator that the preliminary drainage of the stom- 
ach yielded an ounce of very reddish-brown bloody 
secretion, which apparently contained no free hy- 
drochloric acid; the secretion, however, was so 
bloody that the test with Topfer’s reagent could 
not be accurately read. The pylorus was not seen 
due to angulation. 


Second Admission (four weeks later). He con- 
tinued to pass dark stools, but felt fairly well 
with Cerophyll, a high-vitamin, high-caloric diet, 
parenteral liver injections and rest. One week 
before admission he ran out of Cerophyll and 
failed to replenish it. One day before entry the 
patient suddenly felt weak and nauseated, though 
without pain, then vomited a large amount of 
red blood. He was given several transfusions in 
an outside hospital then referred back to this hos- 
pital for further treatment. His physical examina- 
tion showed a pale, anemic, obviously ill man, 
who was breathing rapidly. The blood pressure 
was 105 systolic, 80 diastolic, the pulse 94, and 
the temperature 99.6°F. The hemoglobin was 30 
per cent, and the red-cell count 1,060,000. He was 
transfused, and a jejunostomy performed for feed- 
ing purposes. He developed an acute parotitis, 
which cleared in several days. On the fifteenth 
hospital day another operation was performed. 


DIFFERENTIAL DIAGNOsIS 


Dr. Mytes P. Baker: This patient entered the 
hospital with a story of duodenal ulcer demon- 
strated by x-ray examination three months before, 
apparently treated in conservative fashion, with 
the result that there was a weight gain and a rise 
in hemoglobin. We do not know how long he 
was on a Sippy diet or how much in the way of 
avitaminosis he may have developed. During these 
three months the bleeding recurred though there 
was none of the discomfort we associate with 
peptic ulcer. 


The important findings on admission were: 
anemia without thrombocytopenia or purpuric 
manifestations elsewhere in the skin or mucous 
membranes; absence of leukocytosis, which is com- 
monly seen in gastrointestinal tract hemorrhage; 
absence of splenomegaly and leukopenia, as with 
Banti’s disease; absence of elevated blood bilirubin, 
bromsulfalein retention or esophageal varices, in- 
dicating that primary intrahepatic disease was most 
unlikely as a contributory cause of the melena; 
evidence by x-ray of a duodenal ulcer in the same 
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position as that of three months before, but smaller. 
Perhaps Dr. Hampton will show those films now. 

Dr. Ausrey O. Hampton: Apparently the radi- 
ologist was searching very hard for the source of 
bleeding because the ulcer crater is not very plain. 
I assume that he called this small lesion at the 
beginning of the second portion of the duodenum 
an ulcer, and I think the surgeon would have 
had some difficulty in finding it even if it were 
there. 


Dr. Baker: The x-ray report spoke of thick- 
ened mucous membranes. 

Dr. Hampton: Yes; of the mucosa of the stom- 
ach and duodenum. The duodenal mucosa is 
thick and irregular. That is the reason I have 
some hesitation in calling the lesion an_ ulcer 
crater. Barium could get in between the folds 
and project beyond the lumen as that appears 
to do and suggest an ulcer crater which is really 
not present. The mucosa of the duodenum is 
certainly abnormal. 

Dr. Baker: The x-ray films show no sign of any 
fixed diaphragmatic hernia, of a gastric polyp or 
of a tumor mass of the stomach, such as lymphoma, 
primary carcinoma or even invading carcinoma 
from the body or the tail of the pancreas, all of 
which sometimes cause tarry stools. 

We have a moderate plasma hypoprothrombine- 
mia of a degree, 20 to 30 per cent below normal, 
such as has been shown in postoperative cases; 
it is dependent here, I imagine, primarily on blood 
loss, possibly to some extent on the development 
of anoxemia or of a deficiency disease. We have 
no evidence of a liver disease that might have 
prevented prothrombin formation, nor is there any 
known factor to prevent vitamin K absorption in 
the small intestine —no diarrhea, no hypermotil- 
ity. There may have been deficiency in vitamin 
K intake; I think hypoprothrombinemia has been 
noted in cases here in Dr. John D. Stewart’s labora- 
tory in individuals with duodenal ulcer or ulcera- 
tive colitis. Throughout postoperative convales- 
cence, bleeding continued. 

Gastroscopy revealed submucous hemorrhages, 
anemia, and small, reddened rugae. This picture 
seems at variance with the x-ray findings. I can- 
not interpret it because I do not know enough 
about gastroscopic pictures. Is it a picture of a 
superficial gastritis? In such a condition I believe 
massive hemorrhage is rare. Nor does it seem to 
be representative of what I find described as hyper- 
trophic gastritis of long standing in which massive 
hemorrhage has been shown to occur. 

Dr. Epwarp B. Benepicr: I should call it an 
acute gastritis with erosion and hemorrhage. 

Dr. Baker: There is no evidence of long-stand- 
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ing hypertrophic gastritis in which erosions repre- 
sent an exacerbation? 

Dr. Benevicr: After all, you can have erosions 
in superficial, atrophic as well as in hypertrophic 
gastritis, 

Dr. Baker: Four weeks later, after having been 
on vitamin K for a week, massive hemorrhage oc- 
curred. I am in doubt as to the importance of 
vitamin deficiency. If it is a primary cause of 
hemorrhage with overlying superficial erosion in 
the gastric mucous membranes, superficial ulcer 
formation and demonstrable submucous hemor- 
rhage by gastroscopy, it is a new disease picture to 
me. Moreover, the plasma prothrombin should 
be as low as 40 per cent of normal or less before 
there is much danger of bleeding. As I under- 
stand it, vitamin K given to individuals with a 
level of 70 per cent is merely a preventive meas- 
ure. Some do not bleed with a prothrombin level 
as low as 30 per cent. 

I therefore lean to a diagnosis of primary ulcera- 
tive gastritis of undetermined type, hypertrophic 
or otherwise, non-malignant in nature, with a sec- 
ondary vitamin K deficiency, making for a vicious 
circle of continuous bleeding. For this, I take it, 
a subtotal gastrectomy was attempted, with jeju- 
nostomy to permit of giving a vitamin K and 
cholic acid mixture and nourishment without in- 
terruption. 

Dr. Benepict: We have here an interesting case 
where x-ray examination and surgical exploration 
failed to show anything wrong with the stomach. 
On looking inside the stomach I found obvious 
cause of the bleeding, and it was an acute process 
which was bleeding at the time I looked in. The 
longer I do these gastroscopic examinations the 
more I am impressed with the rapidity with which 
erosions and small ulcers may heal. They will clear 
up rapidly and fail to show a few days after 
hemorrhage. I thought we were dealing with 
an acute hemorrhagic process from gastritis. 

Dr. ArrHur W. ALLEN: This patient was 
x-rayed in his community hospital by Dr. Robert 
G. Vance, who thought that there was a definite, 
posterior-wall duodenal ulcer. These films came 
down to this hospital with the patient, and Dr. 
Hampton agreed that there was an ulcer. He 
confirmed the opinion on further examination 
here, although he stated that the ulcer was not 
large. In other words we believed that we were 
dealing with a typical penetrating duodenal ulcer 
producing a massive hemorrhage. The man was 
in the borderline age group, — fifty,—but still 
his arteries were not sclerotic and we thought 
that he probably would stop bleeding. 

The first operation was done after he had re- 
covered from his hemorrhage. His red-cell count 
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and hemoglobin were within normal limits at 
that time, and we went in expecting to do a 
subtotal gastrectomy for ulcer in the duodenum. 
I have never seen an ulcer in the duodenum that 
had produced hemorrhage that did not leave a 
scar that could be seen or felt, even though heal- 
ing had taken place. In this instance I could not 
find anything abnormal in the duodenum. It 
was perfectly soft and pliable in every portion, 
and the pylorus was patent. The stomach was 
normal to palpation and inspection. I then be- 
lieved that we were probably dealing with hem- 
orrhagic gastritis rather than with ulcer, and did 
not feel justified in subjecting him to gastrec- 
tomy. We had the gastroscopy done after the 
operation, not before; and Dr. Benedict confirmed 
the suspicion that gastritis was present. The pa- 
tient continued to bleed in spite of as good treat- 
ment as we knew how to give him. Dr. Stew- 
art did the prothrombin level and found it was 
somewhat low, so that is why he was given the 
vitamin K preparation. We did not worry about 
letting him go home. We thought he would be 
perfectly all right, and would get over the gas- 
tritis on a prepared dietary regimen. 

We were greatly surprised when his physician 
cailed us up and said that the patient had had 
another massive hemorrhage and that he was 
afraid he could not get him to the hospital. But 
he transfused him and sent him in by ambulance. 
The next day we did a jejunostomy in order to 
nourish him because we realized that unless we 
continued to get food and vitamins into him he 
could not possibly recover. He did well again, 
and his red-cell count reached 3,000,000 and the 
hemoglobin 70 per cent in about two weeks. Then 
suddenly at five o’clock one morning he felt weak 
and nauseated, and when we came in to see him 
a little later, he had obviously had another mas- 
sive hemorrhage; so without any further ado we 
took him immediately to the operating room and 
did a subtotal gastric resection for what we sup- 
posed was an uncontrollable hypertrophic gas- 
tritis. Much to our surprise the specimen showed 
a very small ulcer on the lesser curvature of the 
stomach, no more than 3 mm. in diameter, one 
that Dr. Benedict probably could not see and 
one that I am sure Dr. Hampton never could 
have seen by x-ray. It prebably was there at the 
time of the first exploration, but was so small I 
could not feel it. I did not know it was there 
until I looked at the specimen after resection, but 
it led directly into a large branch of the left 
gastric artery, and it was from that source that 
the massive hemorrhage had come. 


PREOPERATIVE DrAGNnosis 
Hypertrophic gastritis. 
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Dr. BaKker’s DIacnosis 


Chronic hypertrophic gastritis, with superficial 
ulcerations. 


ANATOMICAL DIAGNOSES 


Gastric ulcer. 
Chronic gastritis. 


Discussion 


Dr. Tracy B. Mattory: Dr. Allen has explained 
that this ulcer was a very small one, slightly less 
than a centimeter in diameter, and it was also a 
very shallow one. It penetrated the muscularis 
mucosae into the submucosa, but there was no 
thickening, scarring or even inflammatory infiltra- 
tion of the muscularis. That explains why it was 
impossible to discover it by palpation. There was 
nothing on the surface of the stomach that would 
have given any indication of its presence. 


It would be interesting if I could say definitely 
how old the ulcer was, but I do not believe I can. 
It showed a little fibrosis in its base, so that it was 
obviously not an entirely acute ulcer. On the other 
hand, the scarring was all in such superficial layers 
of the wall that I hardly believe it could have 
been very chronic. That it had been present two 
months seems doubtful. We found no scar to sug- 
gest that another ulcer had been present and had 
healed. 

Dr. Atten: We included a little segment of 
duodenum in the resected specimen. There was 
certainly no ulcer in that. 

Dr. Mattory: No, we found nothing in it. 

Dr. Maurice Fremont-Smitu: Was there a gas- 
tritis? 

Dr. Mattory: Yes, but there can be no ques- 
tion that the ulcer was the source of the hemor- 
rhage because it eroded into an artery, as Dr. Al- 
len has pointed out, as well as into numerous 
rather large submucosal veins. 

Dr. F. Dennetre ApamMs: How many proved 
cases of massive hemorrhage due to gastritis are 
there? 

Dr. Mattory: We have had perhaps a _ half 
dozen in the hospital in which we believed that 
we had proved it; at least we found nothing 
else. 

Dr. Aten: I looked up all of them here. | 
cannot remember the figures, but they have been 
published.’ It is definitely one of the less common 
causes for fatal hemorrhage, but there have been 
a number of fatal hemorrhages from that cause 
and nothing else, so far as could be shown. 

Dr. Apams: Proved at autopsy? 

Dr. ALLEN: Yes. 
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Dr. Benepict: In 1937 I’ reported 20 cases, in 
a two-year period, of mild to severe hemorrhage 
rom gastritis alone. 

Dr. Avams: How do you know it was that 
alone? 

Dr. Benepicr: From the gastroscopic picture, 
negative x-ray findings and exploration. 

Dr. Wyman Ricuarpson: Do you classify this 
case as one of gastritis or peptic ulcer? 

Dr. Mattory: Primarily, I have to call it ulcer. 

Dr. RicHarpson: Why do you not call it gas- 
tritis and ulcer? 

Dr. Matiory: It was a real ulcer. 

Dr. Ricuarpson: It was a real gastritis. 

Dr. Mattory: All cases of ulcer have gastritis 
along with the ulcer. I have never seen an ulcer 
not associated with gastritis. 

Dr. ALLEN: This is the only one that penetrated 
the large vessels that I have seen associated with 
clinical gastritis. I think that is the difference. 1 
agree that this is a true ulcer. 

Dr. Baker: Is it not unusual to have this pic- 
ture by x-ray and find other than gastritis? Must 
there not have been a diffuse gastritis as well as 
the localized gastric ulcer? 

Dr. Hampton: It is possible that there may have 
been a severe duodenitis as well. That is frequent- 
ly associated with ulcer. Hemorrhage might be 
associated with either gastritis or duodenitis. 

Dr. AtLEN: I did not mean to imply that it 
was an uncontrollable peptic ulcer. There was 
plenty of gastritis, as there usually is with peptic 
ulcer. 

Dr. RicHarpson: It is rare to have ulceration 
without hydrochloric acid. 

Dr. Mattory: That was not very adequately 
tested here. 


Dr. Hampron: How often do you think you 
can find healed gastric ulcer by palpation? 


Dr. ALLEN: I suppose it would depend entirely 
on how much inflammation there had been and 
how much scar tissue had formed in the process 
of healing. I think one can be a little more cer- 
tain in the duodenum than in the stomach, be- 
cause the former is a thin-walled structure and 
you can see a small scar or pucker quite well, but 
in the stomach you may very well overlook one. 


Dr. Benepicr: Gastroscopically they heal so 
quickly that you can very often see no trace. 


Dr. ALLEN: I think we should add that he is 
well and back at work and has not bled since 
operation. 
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CASE 26102 
PRESENTATION OF CASE 


First Admission: A forty-five-year-old Russian 
carpenter was admitted complaining of pain in 
the chest. 

The patient had been well until five weeks be- 
fore entry, when he developed a severe head cold 
after exposure to cold frosty weather. The symp- 
toms consisted of mucoid nasal discharge, conjunc- 
tivitis, puffy face and a slight nonproductive cough. 
There were slight anorexia and occasional night 
sweats. The patient continued with his work and 
a weck after the onset began to have moderate 
burning pain in the lower posterior portion of the 
left chest, radiating into the left axilla at the level 
of the nipple. The pains occurred approximately 
four or five times daily and lasted about fifteen 
minutes. The discomfort did not interfere with 
his activity but occasionally woke him at night 
when he turned over on his right side. Lying on 
the left side usually relieved the pain but deep 
inspiration aggravated it. The cough continued, 
there was slight dyspnea with exertion, and al- 
though the pain recurred up to the day of entry, 
there was no increase in severity or frequency. 
Three weeks before coming to the hospital the 
patient first noted dull gnawing epigastric pain, 
which recurred about once every three days short- 
ly after meals and lasted for about two hours. It 
was usually relieved by soda, food or gaseous eruc- 
tations. There was no nausea or vomiting, but the 
patient lost 37 pounds during the six weeks pre- 
ceding entry. 

Physical examination showed a well-developed, 
fairly well-nourished man in no acute discomfort. 
The heart was not enlarged, and there were no 
murmurs. The blood pressure was 120 systolic, 80 
diastolic. Examination of the lungs showed dull- 
ness at the right apex anteriorly and posteriorly. 
In this region there was questionable bronchial 
breathing with increased tactile fremitus and vocal 
resonance. In the lower portion of the left axilla 
there was impaired resonance with diminished 
breath sounds and tactile fremitus. No rales were 
heard. There was slight tenderness and voluntary 
spasm in the right upper abdomen, but no masses 
were felt. 

The temperature was 100.0°F., the pulse 88, and 
the respirations 22. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,300,000 with 
80 per cent hemoglobin. The white-cell count was 
51,250 with 85 per cent polymorphonuclears, 11 
per cent lymphocytes, 2 per cent monocytes, 1 per 
cent eosinophils and 1 per cent basophils. A stool 
examination was negative. A blood Hinton test 
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was negative. The nonprotein nitrogen of the 
blood serum was 22 mg. per 100 cc., and the serum 
protein 5.6 gm. Sputum was scanty and mucoid, 
and contained no acid-fast bacilli. 

X-ray examination of the chest showed a tri- 
angular area of homogeneous density in the cen- 
tral portion of the right upper lobe, the density 
pointing toward the extreme apex of the axilla. 
The remainder of the lung field was clear, and 
the heart and mediastinum were negative. Ex- 
amination of the esophagus, stomach and duo- 
denum showed no evident abnormality. 

The patient’s condition remained unchanged. 
His temperature fluctuated between 98.0 and 
100.0°F., and the white-cell count rose to 58,000. 
He was discharged against advice on the eighth 
hospital day. 

Final Admission (eighteen days later). Follow- 
ing discharge the patient felt quite well for about 
four days. He then developed marked anorexia 
and frequent emesis of ingested material, and the 
pain in the left side of the chest recurred. About 
a week before returning to the hospital, while turn- 
ing over in bed, he experienced a severe pain in 
the left axillary region and immediately coughed 
up a large amount of foul, yellowish, blood-streaked 
material. The odor caused him to vomit at the 
same time. Subsequently the emesis ceased, but 
he continued to raise about a cupful of foul spu- 
tum daily. The pain in the left chest became con- 
stant and increased in severity. Inspiratory move- 
ments and cough aggravated the discomfort. 

Physical examination showed the patient to be 
flushed and evidently ill. The signs in the left 
lower axilla had disappeared, but those at the 
right apex were unchanged. The edges of the 
liver and the spleen were both felt directly beneath 
the costal margin, but the remainder of the ex- 
amination was essentially as it had been on the 
previous entry. 

The temperature was 99.6°F., the pulse 90, and 
the respirations 20. 


Examination of the blood showed a red-cell 
count of 5,070,000, with a hemoglobin of 90 per 
cent. The white-cell count was 116,000, with 93 
per cent polymorphonuclears, 2 per cent eosinophils, 
1 per cent lymphocytes and 4 per cent monocytes. 
No immature cells were found, although many 
band-form neutrophils were noted. The majority 
of the polymorphonuclears contained toxic granules 
and many were vacuolated. Examinations of the 
stools were negative. The blood chlorides were 
equivalent to 81 cc. of N/10 sodium chloride. The 
nonprotein nitrogen of the blood serum was 46 
mg. per 100 cc., and the uric acid 9.6 mg. 

A lateral x-ray film of the chest showed a well- 
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circumscribed, slightly lobulated, ovoid area of con- 
solidation within the central portion of the right 
lung field. No comparison with the previous 
films was recorded. 

The patient’s general condition remained un- 
changed. His temperature fluctuated irregularly up 
to 103.0°F. Blood cultures were negative. On the 
third day the patient developed severe pain in 
the left lower chest, which required morphine 
for relief. Inspiratory movements increased the 
discomfort, and diaphragmatic excursion was lim- 
ited on this side. The cough continued, and the 
sputum remained quite foul. The white-cell count 
rose to 135,000, but there was no significant change 
in the differential formula. He became progres- 
sively weaker and died on the twenty-ninth hos- 
pital day, fifty-five days after his initial entry. 


DIFFERENTIAL DIAGNOSIS 


Dr. Bernarp M. Jacosson: The history reveals 
a previously well patient who developed, with 
an acute onset five weeks before entry, symptoms 
of infection of both the upper and the lower 
respiratory tract, which persisted without letup. 
The presence of anorexia and night sweats is very 
suggestive of an infectious process. The cause of 
epigastric pain, recurring about once every three 
days, is obscure. The loss of 37 pounds during 
six weeks is impressive, and raises the question 
of whether we are faced with disease other than 
acute or subacute infection. 

The physical findings at the first entry were 
those of consolidation in the right upper lobe, and 
possibly either a small amount of fluid in the left 
chest or partial atelectasis of the left lower lobe. 
The striking laboratory finding is the leukocytosis 
of 51,000, mainly of neutrophils, with no immature 
forms involved. This fact suggests very strongly 
an infectious process. X-ray study of the chest 
confirmed the physical findings in the right upper 
lobe. 

At this point we may pause to speculate. The 
physical, x-ray and laboratory findings are not 
pathognomonic of any one disease, but are sugges- 
tive of one of a few, namely pneumonia, pul- 
monary infarct, lung abscess and, finally, neo- 
plasm. Against pneumonia and infarct is the six 
weeks’ duration of the symptoms. By the time 
of entry, a pneumonia would certainly have been 
resolved, nor do the symptoms prior to entry sug- 
gest pneumonia. An infarct involving almost the 
entire right upper lobe is very unlikely in the ab- 
sence of pain in the right chest and of hemoptysis. 
Lung abscess is not suggested by either a pre- 
ceding operation in the mouth or throat, by 
previous unresolved pneumonia or by an _ infec- 
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tious process elsewhere in the body. The marked 
leukocytosis, of course, is compatible with pul- 
monary suppuration. Finally, could this be a pri- 
mary bronchiogenic carcinoma? The duration of 
symptoms is not too short; the loss of 37 pounds 
is highly suggestive. The leukocytosis is not con- 
sistent with neoplasm alone. On the other hand, 
secondary abscess formation in a neoplasm would 
be compatible with all the findings. Metastatic 
nodules in the pleura on the left side might well 
have caused the burning complained of in the 
left axilla. 

To return to the final admission —the course 
of the patient was rapidly downhill. The sudden 
appearance of very foul sputum is suggestive of 
abscess that ruptured into the right upper bronchus. 
The only new physical signs are the palpable liver 
and spleen. The strikingly high leukocytosis, 
again without immature forms, is rare in infectious 
diseases, but has been observed. The absence of 
myelocytes almost certainly rules out leukemia. 
The fairly low serum chloride is probably due to 
infection, poor salt intake, loss of salt through 
emesis, and increased loss of salt through the skin. 
The elevated serum nonprotein nitrogen in the ab- 
sence of anything to suggest nephritis is undoubt- 
edly due to impaired renal function dependent on 
the moderately low blood-chloride level, and the 
elevated serum uric acid content is adequately ex- 
plained both by the impaired renal function and 
by the infectious process. 

The terminal course of the patient was marked 
by increasing evidence of suppuration and of 
diminishing pulmonary function. The cause of 
the sudden severe pain in the left lower chest 
is not clear, for no physical or x-ray findings are 
recorded at this time. Either pleural metastatic 
involvement or pneumothorax from rupture of a 
metastatic lesion into the pleural cavities is a pos- 
sibility. 

My diagnosis is the combination of bronchio- 
genic carcinoma of the right upper lobe and sec- 
ondary abscess. 

CiinicaL DIAGNoses 

Myeloid leukemia. 

Lung abscess. 


Dr. Jacosson’s D1acnosis 


Bronchiogenic carcinoma of the right upper 
lobe, with secondary abscess. 


ANATOMICAL DIAGNOSES 


Carcinoma of lung (right upper-lobe bronchus), 
with metastases to the regional and retro- 
peritoneal lymph nodes, liver, pancreas, 
adrenal glands and right kidney. 

Leukemoid hyperplasia of bone marrow. 
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Thrombosis of splenic and portal veins. 
Splenic infarction, multiple. 
Bronchopneumonia, slight, left. 

Pulmonary tuberculosis, healed, apical, right. 
Pulmonary emphysema, bilateral, apical. 
Arteriosclerosis, slight, aortic and coronary. 
Operative wounds: sternal biopsy. 


PATHOLOGICAL Discussion 


Dr. Tracy B. Matiory: Dr. Jacobson has made 
a very much easier job of this differential diagnosis 
than did the clinicians who had charge of the pa- 
tient on the ward or the numerous consultants 
who were asked to express their opinions. I can- 
not help wondering if two years ago when this 
patient was in the hospital Dr. Jacobson would 
have tossed off so easily a white count of 135,000. 
To many who saw the patient at that time the 
count was regarded as prima facie evidence of leu- 
kemia, and the palpable liver and spleen seemed 
to fit the picture. Some consultants wished to in- 
terpret the lung findings also as evidence of leu- 
kemic infiltration. The laboratory was asked for 
aid, and shortly before his death a bone-marrow 
biopsy was performed. We were as much troubled 
by it as the clinicians had been by the peripheral 
blood picture. There was an extraordinary hyper- 
plasia of the white-cell series, with complete dis- 
placement of all the fat from the marrow, and al- 
though red-cell formation was not interfered with, 
it seemed buried under the enormous number of 
cells of the myeloid series. In comparison with an 
ordinary leukemia, however, it was very striking 
that in the marrow, just as in the peripheral blood, 
there was no interference with differentiation and 
the preponderant cell was a fully mature polymor- 
phonuclear. Opinions in the laboratory staff were 
divided for and against leukemia, but eventually 
a diagnosis of probable myelogenous leukemia was 
recorded. Review of the case two years later makes 
it quite certain, I believe, that we were in error. 
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The autopsy showed, as Dr. Jacobson predicted, 
a large bronchiogenic carcinoma occupying most 
of the right upper lobe and evidently arising from 
the main bronchus to this lobe. There was no 
abscess, however. Strangely enough the tracheo- 
bronchial and peribronchial lymph nodes were not 
involved, but in the anterior mediastinum was a 
mass of nodes 5 by 4 by 3 cm. There were massive 
intra-abdominal metastases lying chiefly in the 
retroperitoneal tissues and completely replacing the 
right adrenal gland and the body and tail of 
the pancreas. The latter tumor had invaded the 
splenic vein and solidly plugged it with a tumor 
thrombus. This accounted for the great enlarge- 
ment of the spleen, which weighed 550 gm., 
though there were a few peritoneal metastases on 
its surface. A few partially organized fibrinous 
thrombi were found in the portal vein but did not 
occlude it. Numerous sections of bone marrow 
showed a picture identical with that seen in the 
biopsy specimen. Everywhere there was massive hy- 
perplasia of the white-cell series, without any fail- 
ure of differentiation. Nowhere in the body was 
there a trace of leukemic infiltration, the liver, 
spleen and lymph nodes being all negative in this 
regard. 

In the intervening two years numerous casés 
have been recorded demonstrating so-called leuke- 
moid states which closely simulate and may easily 
be mistaken for leukemia. Jackson’s’ recent paper 
presents the subject with great clarity. It is evi- 
dent that chronic sepsis, miliary tuberculosis and 
certain cases of carcinoma may produce such re- 
actions. In addition there are other cases in which 
no hint of an etiologic factor can be elicited for 
which the name “agnogenic myeloid metaplasia” 
has been coined.” 
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THE PRACTICE OF MEDICINE BY 
UNREGISTERED PERSONS 


Tue Report of the Committee Appointed to 
Study the Practice of Medicine by Unregistered 
Persons should be read and re-read carefully by 
every physician. It was suggested, perhaps too 
ambitiously, that the committee study the func- 
tioning of the Board of Registration in Medicine 
and, so far as possible, devise means whereby the 
Board could and would prevent the practice of 
medicine by unregistered physicians. The report 
is wisely restricted to the study of the situation, 
since its correction is outside the committee’s 
province, although it may properly make recom- 
mendations. 

The situation revealed by the investigation — and 
the committee has apparently recorded faithfully 
what it has found —is truly deplorable. There is 
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found a lack of the funds necessary for the Board 
of Registration in Medicine to function properly. 
However, whether the Board does its work well 
or not, it is in a critical position with reference 
to the health of the people and it is a penny-wise 
pound-foolish policy to cramp such a board. It is 
the part of statesmanship to support adequately 
this important branch of the government, the great 
value of which is not generally recognized. 

The report of the Board, from which quotation 
is made, indicates that for the year ending Novem- 
ber 30, 1938, the expenses were $8,419.83. It is 
well known that under the present system of book- 
keeping of the Commonwealth, this does not in- 
clude salaries of clerks, which item is probably 
less than an additional $2500. This gives a total 
expense of about $11,000. The receipts for the 
same year were $14,353. 

These figures do not strike one as remarkable 
until one notes also that the population of Massa- 
chusetts is 4,350,910 and that the number of physi- 
cians in practice is estimated at 8000. It does 
not seem reasonable that in a community of 
over 4,000,000 persons with 8000 physicians the 
sum of only $11,000 is required by the Board of 
Registration in Medicine to carry out its work 
properly. The Board cannot adequately do the 
work that ought to be done, and this is brought out 
in part by the report, which shows a judicial spirit 
in spite of making adverse criticism. 

Except for eliminating some of the difficulties 
of the Board, the suggestions offered do not ade- 
quately meet the situation. The committee sug- 
gests merely the use of “the present dormant law.” 
The real difficulty lies deeper, and for the work 
set forth by the committee as necessary, even the full 
income of $14,353 would not suffice. One part-time 
investigator would not be enough, and more income 
is needed. The lack of useful files in the office 
of the Board is noted in the report, but the mere 
duplication of the alphabetical index in providing 
a geographical index would be an item of con- 
siderable expense. 

There is another fact to be noted in connection 
with the alleged difficulty of the Board in securing 
appropriations. Budgets are often made up with 
the expectation that the estimates will be slashed, 
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and the slashed appropriation is but rarely ap- 
proved with the idea of doing a good job. Good 
administration is too often taken to involve the 
saving of money, instead of the proper handling 
of the work to be done. Perhaps, in the con- 
troversy over appropriations, if the medical pro- 
fession manifested its interest in attempting to se- 
cure proper financial support for the Board, it 
would be rendering an important public service. 
It may be said that, under the statute, the respon- 
sibility of the Board in the matter of the practice 
of medicine by unregistered persons has a very 
limited scope, namely investigation, which the 
Board can carry out almost not at all, and the re- 
porting of “the same to the proper prosecuting 
officers,” who do the real investigating. 

The committee deserves great credit for direct- 
ing attention to the situation which it has described 
and for the admirable restraint of its comment. It 
might be interesting to hear from the Board of 
Registration in Medicine. In addition, the recom- 
mendation of the committee relative to the registra- 
tion of all members of the Society with their re- 
spective town and city clerks should be closely fol- 
lowed. 


HARVEY CUSHING’S SEVENTIETH 
BIRTHDAY PARTY 


On April 8, 1939, there gathered in New Haven, 
Connecticut, most of the members of the Harvey 
Cushing Society, a junior group of neurosurgeons, 
and many friends of Dr. Harvey Cushing to cele- 
brate his seventieth birthday. To record the events 
of this party a small volume, Harvey Cushing’s 
Seventieth Birthday Party (Springfield, Illinois: 
Charles C Thomas, 1939), has been issued, which 
contains speeches given at the dinner and various 
letters and tributes. Of particular interest are 
the remarks made by Dr. W. W. Francis, of the 
Osler Library in Montreal, reviewing his early 
association with both Osler and Cushing in Balti- 
more, and the touching comments of Dr. Cush- 
ing himself. There are many tributes from friends 
all over the world“aid, from old” patients, letters 
sent to Dr. Cushing in grateful recognition of what 
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he had done to ameliorate their symptoms. Notes of 
appreciation that have appeared in various medi- 
cal journals are also appended, as well as “Notes 
on the Formative Period of a Neurological Sur- 
geon,” giving excerpts from his case records at the 
Massachusetts General Hospital and an estimation 
of his life as a house-pupil. The book is beauti- 
fully printed and contains some fine illustrations 
including one of the members of the Harvey Cush- 
ing Society, one of the dinner gathering, and plates 
taken from the case records of the Massachusetts 
General Hospital. There is also a reproduction 
of a crayon portrait of Dr. Cushing, done by Mr. 
Deane Keller, of New Haven, in 1939. 

This volume will be welcomed by a large group 
of friends and associates of the late Dr. Cushing, as 
well as by many patients whose lives were saved by 
his efforts. The edition is limited, there being only 
150 copies on special rag paper and a somewhat 
larger number on ordinary paper. The volume is 
a companion book to A Bibliography of the Writ- 
ings of Harvey Cushing (Springfield, Illinois: 
Charles C Thomas, 1939). The latter was pre- 
pared on the occasion of Dr. Cushing’s seventieth 
birthday by the Harvey Cushing Society and is 
already out of print, and one has little doubt but 
that the present volume will enjoy the same pop- 
ularity. This in itself will form a fitting tribute 
to one of America’s greatest physicians. 


MEDICAL EPONYM 


Patsy 


Bell’s palsy and the respiratory nerve of Bell 
were described by Charles Bell (1774 - 1842) in a 
communication read July 12, 1821, by Sir Humphry 
Davy before the Royal Society of London, entitled 
“On the Nerves: Giving an account of some ex- 
periments on their structure and functions, which 
lead to a new arrangement of the system.” This 
appears in the Philosophical Transactions of the 
Royal Society of London for that year. 

After describing the “respiratory nerve of the 
face, being that which is called the portio dura of 
the seventh” and detailing his experiments, he says: 

We have proofs equal to experiments, that in the 
human face the actions of the muscles which produce 
pgp and laughing are a mane of the influ- 

ence of this respiratory nerve. . 

Cases of this partial paralysis must be familiar to 
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every medical observer. It is very frequent for young 
people to have what is vulgarly called a blight; by 
which is meant, a slight palsy of the muscles on one 
side of the face, and which the physician knows is not 
formidable. Inflammations of glands seated behind 
the angle of the jaw will sometimes produce this. All 
such affections of the respiratory nerve will now be 
more easily detected; the patient has a command over 
the muscles of the face, he can close the lips, and the 
features are duly balanced; but the slightest smile is 
immediately attended with distortion, and in laughing 
and crying the paralysis becomes quite distinct. 

The knowledge of the sources of expression teaches 
us to be more minute observers. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 


CHANGES IN MEMBERSHIP 


Through an oversight, the Committee on Mem- 
bership failed to include the names of certain fel- 
lows for changes in membership in its report to 
the Council on February 7. 


In order to prevent delay the President has au- 
thorized me to submit herewith a supplementary 
list, with recommendations of changes which will 
be made effective as of February 7. This list will 
be presented to the Council for confirmation at the 
meeting on May 21 and will be included in the 
official minutes of that meeting. 


ALEXANDER S. Becc, M.D., Secretary. 


SUPPLEMENTARY REPORT OF COMMITTEE ON MEMBERSHIP 
The committee recommends: 


1. That the following named fifteen fellows be allowed 
to retire as of December 31, 1939, under the provisions of 
Chapter I, Section 5, of the by-laws: 


Caisse, Georges E., Lowell, with remission of dues for 
1938 and 1939 

Harriman, David E., York Village, Maine 

Hart, Joseph S., Burlingame, California 

Hopkins, William T., Lynn 

Howe, W. Lewis, Everett 

Laighton, Florence M., New York City 

Learoyd, Charles B., Danvers 

McCarthy, Thomas H., Brockton, with remission of 
dues for 1937, 1938 and 1939 

Newhall, Avery L., West Lynn 

Outhouse, John S., Shelburne Falls 

Pierce, Appleton H., Coatesville, Pennsylvania 

Reddy, Joseph W., South Boston 

Richardson, Oscar, Lakeville 

Stone, Frank E., Lynn 

Young, Anna R., Waltham 


2. That the following named seven fellows be allowed 
to resign as of December 31, 1939, under the provisions of 
Chapter I, Section 7, of the by-laws: 


Crosbie, Arthur H., Boston 
Donley, Dorothy E., Columbus, Ohio 
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Hoffman, Doris, Wolcottville, Indiana 

Leith, Richard B., St. Petersburg, Florida 

Nance, William K., Wolcottville, Indiana 

Philbrick, Maurice S., Skowhegan, Maine, with remis- 
sion of dues for 1939 

Whittemore, Wyman, Boston 


3. That the dues of the following named six fellows 
be remitted under the provisions of Chapter I, Section 6, 
of the by-laws: 


Bailey, Florence, Lawrence, 1938 and 1939 

Coyne, John A., Brookline, 1937, 1938 and 1939 
Danforth, Mary, China, 1937, 1938 and 1939 
Kramer, Florence R., Lynn, 1937, 1938 and 1939 
Ruston, Warren D., Rockport, 1937, 1938 and 1939 
Young, Ralph R., Jamaica Plain, 1937, 1938 and 1939 


4. That the following named two fellows be deprived 
of the privileges of fellowship under the provisions of 
Chapter I, Section 8, Clause b, of the by-laws: 


Feigenbaum, Jacob, Montreal 
Freeman, Norman E., Philadelphia, Pennsylvania 


5. That the following named fellow be allowed to 
change his membership from one district society to another 
without change of legal residence, under the provisions 
of Chapter III, Section 3, of the by-laws: 


From Middlesex South to Norfolk 
Applebaum, Jacob, Newton 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Raymonbp §. Titus, M.D., Secretary 
330 Dartmouth Street 
Boston 


Fatat InrrapaRTUM UTERINE Sepsis 


Mrs. C., a forty-seven-year-old para VII, at term, 
entered the hospital on February 18, 1936, with 
ruptured membranes; she was not in labor. 


The family history was essentially negative, but 
the patient’s husband was tuberculous. The pa- 
tient gave a history of scarlet fever and an ap- 
pendectomy. She had had six full-term pregnan- 
cies, the last seven years previously. The first and 
fifth had been terminated instrumentally. The 
puerperiums had been uneventful. Catamenia 
began at fourteen, were regular and normal in 
duration. The last period was May 5, 1935, mak- 
ing the estimated date of confinement February 12. 
The present pregnancy had been uneventful except 
for false labor at eight months, for which she had 
been admitted to the hospital and kept under ob- 
servation for five days. 

Examination on entry showed a well-developed 
and nourished woman. The temperature was 
99.0°F., the pulse 94, and the respirations 24. The 
heart was not enlarged; the sounds were clear and 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 


= 
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regular. The lungs were clear on auscultation and 
resonant throughout on percussion. The abdomen 
showed a full-term pregnancy, with the fetus in an 
ROP position. The pelvic measurements were 
normal. The fetal heart was distinctly heard. 
Rectal examination showed the head lightly en- 
gaged and no dilatation of the cervix. The blood 
pressure was 112 systolic, 76 diastolic. A urine 
examination was essentially negative. 

The patient was put to bed, and perineal asepsis 
maintained. Castor oil and quinine were given 
without effect. For three days after admission no 
change occurred in the patient’s condition. 

On the evening of the fourth day, February 22, 
the temperature rose to 100.0°F. On February 23 
the temperature rose to 100.2°F., and the vaginal 
discharge became somewhat foul. Early in the 
morning of February 24 labor started, and shortly 
afterward the patient had a slight chill. At 9 
a.m. she had a severe chill and the temperature 
rose to 103.0°F., and the pulse to 120. Shortly 
afterward she began to raise blood-streaked spu- 
tum. <A second chill followed at 10 a.m., the 
temperature rising to 105.0°F., the pulse to 150, 
and the respirations to 36. The fetal heart could 
not be heard, but labor was definitely progressing. 
The medical service was called, and finding an 
area of dullness and distant bronchial breathing 
near the spine of the left scapula, a diagnosis of 
beginning pneumonia was made. ‘There was 
rapidly deepening cyanosis. The sputum was 
typed, but no pneumococci were found. Oxygen 
was administered, and various stimulants were 
given. Labor progressed well. At 1 p.m. the 
os was fully dilated, and as the patient was too 
weak to make expulsive efforts, she was deliv- 
ered by a low-forceps operation without anesthesia. 
Delivery was easy and apparently not painful. 
The placenta came away without difficulty, and 
there was no excessive bleeding. The patient was 
returned at once to bed, but her condition was 
extremely poor and death followed forty min- 
utes after delivery. 

Autopsy showed the perineal cavity smooth and 
glistening, containing only a few cubic centimeters 
of clear fluid. There were a few old adhesions 
from a previous operation. The pleural cavity 
contained an old fibrous adhesion at the left apex, 
but no fluid. The pericardium was clear and 
glistening and contained 100 cc. of clear amber 
fluid. The heart weighed 310 gm.; the valves 
were normal; the coronary arteries showed a few 
atheromatous plaques. There were a few small 
hemorrhages beneath the endocardium of the left 
ventricle. The lungs were crepitant throughout, 
and the tissue pinkish gray and air-containing 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 7, 1940 


throughout. There was some congestion but no 
consolidation. The liver weighed 2100 gm., being 
definitely enlarged; the appearance was not other- 
wise abnormal. The spleen weighed 460 gm., 
being slightly enlarged. A large amount of red- 
dish pulp could be scraped from the cut surface. 
The kidneys were not abnormal in gross. The 
uterus was enlarged, the wall firm and thickened. 
The endometrial cavity was lined by bloody tan- 
colored tissue covered in spots by blood clot. Sec- 
tion of veins and arteries of broad ligaments 
showed no antemortem thrombi. 

Microscopic examination of the lungs showed 
many areas of polymorphonuclear leukocytes and 
fibrin in interstitial spaces and vessels of the al- 
veolar walls. The spleen contained increased num- 
bers of leukocytes, and there was marked conges- 
tion. The liver showed atrophy of the liver cells 
in the central areas and a deposition of granular 
greenish-brown pigment in the parenchymal cells. 
The uterine decidua was necrotic; there was some 
infiltration of the myometrium with leukocytes, 
and there were small collections of macrophages 
and occasional polymorphonuclear leukocytes, 
which resembled Aschoff bodies. The tubes and 
Ovaries were normal. 

Cultures from the heart’s blood and spleen 
yielded an alpha hemolytic streptococcus. Cul- 
tures from the uterus showed Staphylococcus 
aureus, colon and bacilli and enterococci. A cul- 
ture from the uterine vein showed Staphylococcus 
aureus, enterococci and colon bacilli. 


Comment. This is a very interesting and unu- 
sual death caused by intrapartum uterine sepsis. 
Ruptured membranes have long been looked upon 
as a positive factor in puerperal infection. At one 
time it was a routine habit to stimulate labor by 
the use of hydrostatic bags in all cases in which 
labor had not followed the rupture of the mem- 
branes within eighteen hours. This habit has been 
found to be entirely unnecessary, and the majority 
of obstetricians believe that any interference after 
the rupture of the membranes in order to stim- 
ulate labor is unnecessary. The signs in the lungs 
suggesting pneumonia were not verified at autopsy. 
The cultures proved the infection to be uterine. 
It is interesting to speculate whence the organisms 
came. They may have been in the vagina, they 
may have been introduced into the vagina by an 
attendant who was not scrupulously aseptic, or they 
may have come from the patient’s throat. In any 
event, an infection arising at the onset of labor and 
running such a rapidly fatal course is most un- 
usual. 


Vo 
1 
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MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions of the Medical Postgraduate Ex- 
tension Courses have been arranged for the week begin- 
ning March 10: 


BERKSHIRE 


Thursday, March 14, at 4:30 p.m., at the Bishop House 
of Mercy Hospital, Pittsfield. Pneumonia. In- 
structor: W. Barry Wood, Jr. Harry G. Mellen, 
Chairman. 


BRisTOL souTH (Fall River Section) 
Tuesday, March 12, at 4:30 p.m., at the Union Hos- 
pital, Fall River. Indications for Cesarean Sec- 
tion. Instructor: M. Fletcher Eades. Howard P. 
Sawyer, Chairman. 


FRANKLIN 


Thursday, March 14, at 7:30 p.m., at the Franklin 
County Hospital, Greenfield. “Pediatric Institute.” 
Case histories and related clinical problems. In- 
structors: Warren R. Sisson and Lewis W. Hill. 
Halbert G. Stetson, Chairman. 


HAMPDEN 


Thursday, March 14, at 4:00 p.m., at the Academy 
of Medicine, Professional Building, 20 Maple 
Street, Springfield, and 8:15 p.m., in the Out- 
patient Department of the Skinner Clinic, Hol- 
yoke Hospital, Holyoke. Syphilis in Pregnancy 
and the Offspring. Instructor: William P. Board- 
man. George L. Schadt, Chairman. 

HAMPSHIRE 

Thursday, March 14, at 4:15 p.m., in the Nurses’ 
Home of the Cooley Dickinson Hospital, North- 
ampton. Common Problems of Neurology: In- 
dications for lumbar puncture. Instructor: 
T. J. C. von Storch. Warren P. Cordes, Chair- 
man, 


MIDDLESEX SOUTH 
Tuesday, March 12, at 4:30 p.m., at the Cambridge 
Hospital, 330 Mt. Auburn Street, Cambridge. 
Cardiovascular Disease: Eleven important ques- 
tions about heart disease and their answers. In- 
structor: Burton E. Hamilton. Dudley Merrill, 
Chairman. 


NORFOLK 

Thursday, March 14, at 8:30 p.m., at the Norwood 
Hospital, Norwood. Gonorrhea in the Female. 
Instructor: Oscar F. Cox, Jr. Hugo B. C. Riemer, 
Chairman. 

NORFOLK SOUTH 

Monday, March 11, at 8:30 p.m., at the Quincy City 
Hospital, Quincy. Syphilis in Pregnancy and the 
Offspring. Instructor: C. Guy Lane. David L. 
Belding, Chairman. 

PLYMOUTH : 

Tuesday, March 12, at 4:00 p.m., in the Nurses’ 
Home of the Brockton Hospital, Brockton. 
Gonorrhea in the Female. Instructor: Alonzo 
K. Paine. Walter H. Pulsifer, Chairman. 

SUFFOLK 

Thursday, March 14, at 4:30 p.m., in John Ware Hall, 
Boston Medical Library, 8 Fenway, Boston. Car- 
diovascular Disease: Eleven important questions 
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about heart disease and their answers.  Instruc- 
tor: Howard B. Sprague. Reginald Fitz, Chair- 
man. 


DEATH 


HAYES E. Hayes, M.D., of Edgewood, 
Rhode Island, died recently. He was in his seventy-fourth 
year, 

Dr. Hayes received his degree from the Harvard Medical 
School in 1898. He was a fellow of the Massachusetts 
Medical Society and the American Medical Association. 


CORRESPONDENCE 


MEDICAL AND SURGICAL ASSOCIATES 


To the Editor: Medical and Surgical Associates in de- 
veloping means of providing medical care to members of 
Health Service, Inc., have from the start aimed toward a 
plan which would assure a good quality of care, adequate 
remuneration of associated physicians, and as little disrup- 
tion of existing practice as possible. Their communica- 
tion in the Journal of December 7 stressed this desire and 
called attention to certain considerations that would occa- 
sion some adjustment of individualistic medical practice 
under the service. Quite naturally, however, some of the 
subsequent discussion suggests a misunderstanding of 
the aims. 

It should be clear that desirable conservatism in the in- 
troduction of any such service and imperative economic 
stability prescribe careful organization of the subscribing 
members and limitation of physicians rendering service 
under the plan to at least those interested in its success. 
Any service not controlled in these respects might well 
jeopardize medical standards and the income of physicians 
throughout the Commonwealth. It could justly be at- 
tacked as being the first step toward ill-controlled state 
medicine. 

Medical and Surgical Associates hope to open this plan 
to as many physicians as is practical and consistent with 
conservative principles. The medical care offered to the 
subscribers to Health Service, Inc., is organized on the 
basis of having an internist or pediatrician, who has be- 
come an “associated physician,” available to each subscriber 
or dependent who will care for that subscriber or depend- 
ent in the home, office or hospital; and also of having 
specialists of all types available for consultation. As sub- 
scribing members and the demand for medical care in- 
crease, Medical and Surgical Associates would like to refer 
members to practitioners or pediatricians who are inter- 
ested and who reside in areas where there are a sufficient 
number of subscribers. In order not to disrupt any more 
than necessary the relation between family practitioner 
and specialist, the practitioner may call in as a specialist 
anyone certified by the appropriate National Board who 
is willing to join Medical and Surgical Associates as an 
“associated physician” in a consulting capacity. 


Hucu Casot, M.D., Secretary, 
Medical and Surgical Associates. 


SECOND CALL FOR THE 
PHARMACOPOEIAL CONVENTION 


To the Editor: In compliance with the provisions of 
the constitution and by-laws of the United States Pharma- 
copoeial Convention, I hereby issue this second call to the 
several bodies entitled under the constitution to represen- 
tation therein to appoint three delegates and three alter- 
nates to the decennial meeting of the Convention for the 
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Revision of the Pharmacopocia of the United States of 
America, which is to meet in Washington, District of 
Columbia, on May 14, 1940. 


Wa ter A. Bastepo, M.D., President, 
United States Pharmacopoeial Convention. 


N. B. In order that the records may be brought up to 
date and checked, that card files may be prepared and 
that the other functions of the Committee on Credentials 
may be performed, it is desirable that the credentials of 
all delegates appointed to attend this decennial meeting 
shall be in the hands of the secretary, Mr. L. E. Warren, 
2 Raymond Street, Chevy Chase, Maryland, not later than 
March 15, 1940. 


FINNISH RELIEF FUND 


To the Editor: The Finnish Relief Fund, Inc., is spon- 
sored by Mr. Herbert Hoover. It is approved by the Fin- 
nish Minister in Washington, His Excellency Hjalmar 
Procope. It has the main purpose of accepting for the 
Finnish people and transmitting to Finland any funds con- 
tributed for this great cause by the American people. Con- 
tributions, unless specifically intended to be used for war 
material, will be used for food and clothing for the Fin- 
nish civilian population, many of whom are suddenly 
made homeless by having their houses irreparably de- 
molished by the incendiary bombs from Russian aero- 
planes. 

Members of the American Medical Association are the 
only doctors who will be asked to contribute through this 
fund. It is hoped the profession will respond as gener- 
ously as possible. It is further hoped that every doctor 
will make some contribution, and no matter how small 
it may be, it will be gratefully accepted. We believe the 
profession should have one hundred per cent of its mem- 
bers become contributors to this most worthy cause. 

No money is deducted for expenses from any contri- 
bution made through this fund, and every dollar donated 
arrives in Finland worth one hundred cents. No sal- 
aries are paid and no financial remunerations are made 
to ofiicers on duty with the Finnish Relief Fund. Expert 
auditors make a daily checkup of the donations acquired 
and chart the results. 

The national chairman of the Medical Division of the 
professional groups of the Finnish Relief Fund, Inc., is 
Dr. John Frederick Erdmann, of New York. A director 
(chairman) for the Medical Division has been or will be 
appointed from each state, who will try to get in touch 
with every member of the American Medical Association 
of that state by such method as he deems best. 

All checks should be made payable to the Finnish Re- 
lief Fund, Inc., and sent to the Medical Division, Finnish 
Relief Fund, Inc., 420 Lexington Avenue, New York, N. Y. 

Kerwin W. Kinarp, Director, 
Medical Division, Finnish Relief Fund, Inc. 


420 Lexington Avenue, 
New York City. 


NOTICES 


REMOVAL 


Frep C. Gunter, M.D., announces the removal of his 
office to 1101 Beacon Street, Brookline. 


PETER BENT BRIGHAM HOSPITAL 


A joint medical and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, March 13, 
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from 2 to 4 p.m. Drs. Elliott C. Cutler and Soma Weiss 
will speak on “Abdominal Pain.” 
Physicians and students are cordially invited to attend. 


BOSTON CITY HOSPITAL 


The monthly clinicopathological conference will be held 
at the Boston City Hospital on Wednesday, March 13, at 
12 o'clock noon, in the Pathological Amphitheater. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held on Tuesday, March 12, in the amphitheater of the 
Peter Bent Brigham Hospital (Shattuck Street entrance) 
at 8:15 p.m. Dr. Soma Weiss will preside. 


ProGRAM 


Presentation of cases. 

The Chemistry of Vitamin K. Professor Louis F. 
Fieser. 

The Therapy of Vitamin K. Dr. Arnold Seligman. 


Medical students and physicians are cordially invited to 
attend. 


SOUTH END MEDICAL CLUB 


The next meeting of the South End Medical Club will 
be held at the headquarters of the Boston Tuberculosis 
Association, 554 Columbus Avenue, Boston, on Tuesday, 
March 19, at 12 o'clock noon. Dr. Herrman Blumgart 
will speak on “The Clinical Significance of the Collateral 
Circulation in Patients with Angina Pectoris.” 

Physicians are cordially invited to attend. 


MASSACHUSETTS ITALIAN 
MEDICAL SOCIETY 


The icgular meeting of the Massachusetts Italian Medi- 
cal Society will be held in the Hotel Kenmore, Boston, on 
Friday evening, March 15, at 9:15. Tel KEN 2770. 


PROGRAM 
Business. 
The Bleeding Complications of Pregnancy. Dr. Roy J. 
Heffernan. 


General discussion. 
The medical profession is cordially invited to attend. 


UNITED STATES MARINE HOSPITAL 


The staff meeting of the United States Marine Hospital, 
Chelsea, will be held at “The Hut,” on Friday afternoon, 
March 15, at 4:00. Dr. George C. Shattuck will speak, his 
subject being “The Causation of Heat Effects with Spe- 
cial Reference to Sunstroke and Heat Exhaustion.” 


ESSEX SOUTH 
DISTRICT MEDICAL SOCIETY 


There will be a meeting of the Essex South District 
Medical Society at the Addison Gilbert Hospital, Glouces- 
ter, on Wednesday, April 3. A clinic will be held at 
5:00 p.m. followed by a dinner at 7:00 p.m. Dr. Frederick 
C. Irving will speak on “The Management of Pre- 
eclampsia.” 


Vol. 222 No. 10 


MASSACHUSETTS DEPARTMENT OF CIVIL 
SERVICE AND REGISTRATION 


ScHoot Puysician, ScHooL DEPARTMENT, NORTHAMPTON 


Director of State Civil Service, Ulysses J. Lupien, has 
recently announced that a competitive examination is to be 
held on April 20 in order to find eligibles for appointment 
to the position of School Physician, School Department, 
Northampton. The salary is $250 a year. 

The entrance requirements are as follows: applicants 
must be registered physicians under the State Board of 
Registration in Medicine. The last date for filing appli- 
cations is Saturday, April 6, at 12 o’clock noon. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistricT FOR THE WEEK BEGINNING 
Sunpay, Marcu 10 


Sunpay, Marcu 10 


. m. Health in Middle Age. Dr. William B. Breed. Free 
public lecture. Harvard Medical School, amphitheater of Build- 
ing D. 
p. m. New Drugs for the Treetment of Infectious Diseases. Dr. 
W. Richard Ohler. Illustrated, public, health lecture. Faulkner 
Hospital auditorium. 


Tuespay, Marcn 12 


*9-10 a. m. Review of Recent Cancer Literature. Dr. W. M. Shedden. 
Joseph H. Pratt Diagnostic Hospital. 
8:15 p. m. raphic Recordings of 
Douglas P. Murphy. Journal Club, Boston Lying-in Hospital. 
*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
(Shattuck Street entrance). 


Uterine Motility. Dr. 


Wepnespay, Marcu 13 


*9-10 a. m. Hospital case presentation. Dr. S. J. Thannhauser. Joseph 
H. Pratt Diagnostic Hospital. 


12 m. Monthly clinicopathological conference. Boston City Hospital. 
*2-4 p. m. Abdominal Pain. Drs. Elliott C. Cutler and Soma Weiss. 
Peter Bent Brigham Hospital. 
TuHurspay, Marcn 14 
*9-10 a m. The Relation of Cancer of the Stomach to Pernicious 


Anemia. Dr. Thomas Fujiwara. Joseph H. Pratt Diagnostic 
Hospital. 
Fripay, Marcu 15 
*9-10 a. m. Endocrinology. Dr. Fuller Albright. Joseph H. Pratt 
Diagnostic Hospital. 
*9:15 p. m. Massachusetts Italian Medical Society. Hotel Kenmore, 
Boston. 


Sarurpay, Marcn 16 
*9-10 a.m. Hospital case presentation, Dr. Thannhauser. 


Joseph H. 
Pratt Diagnostic Hospital. 


*Open to the medical profession. 


Marcn 7-9 -- New England Hospital Association. Hotel Statler, Boston. 


Marcn 8 — Staff meeting. United States Marine Hospital. Page 369, 
issue of February 29. 


Marcu 10 — Free public lecture. 
of January 11. 


MarcH 14—Pentucket Association of Physicians. 
Bartlett, Haverhill. 


Maxcn 15 — Staff Meeting. United States Marine Hospital. 
Marcu 19 — South End Medical Club. Page 422. 


Aprit 15-17 — American Association for the Study of Goiter. 
issue of February 1. 


Aprit 15-19 New England Health Institute. 
ruary 15. 


Aprit 24 — Massachusetts Dental Society. Page 365, issue of February 29. 


Aprit 24-26 — Scientific Session. Academy of Physical Medicine. Hotel 
John Marshall, Richmond, Virginia. 


ee 10-18 — American Scientific Congress. Page 1043, issue of Decem- 
r 28. 


Quincy City Hospital. Page 77, issue 


8:30 p.m., Hotel 


Page 422. 


Page 203, 


Page 284, issue of Feb- 


May 13— United States Pharmacopoeial Convention. 
of February 1. 


June 7-9— American Board of Obstetrics and Gynecology. Page 1019, 
issue of June 15. 

June 8 and 10— American Board of Ophthalmology. 
‘of November 2. 


June 10-14 — American Physicians’ Art Association. 
February 22. 


Ocroser 21— American Board of Internal Medicine, Inc. 
issue of February 29. 


Page 202, issue 


Page 719, issue 
Page 332, issue of 


Page 369, 


NOTICES 


District Mepicat Societies 
ESSEX SOUTH 


Aprit 3 — Page 422. 
May 8 — Annual meeting. Salem Country Club, Peabody. 


FRANKLIN 
Marcu 12 — Franklin County Hospital, Greenfield. 
May 14 — Franklin County Hospital, Greenfield. 


HAMPSHIRE 

Marcu 13, 

May 8. 

Meetings are held at 11:30 a.m. at the Cooley Dickinson Hospital, 
Northampton, 
MIDDLESEX EAST 

Marcu 20. 

May 15. 

Meetings are held at 12:15 p.m. at the Unicorn Country Club, Stoneham. 


MIDDLESEX NORTH 
Aprit 24. 
31. 
Ocroser 30. 


NORFOLK SOUTH 


All meetings, with the exception of one which is usually held at the 
Quincy City Hospital, are held at the Norfolk County Hospital in South 
Braintree, at 12 o'clock noon. 

PLYMOUTH 

Marcu 21 — Goddard Hospital, Brockton. 

Aprit 18 — State Farm. 

May 16 — Lakeville Sanatorium, Lakeville. 


SUFFOLK 


Marcn 27 — Scientific meeting. 


; Symposium on Ulcerative Colitis and 
Diarrheas. 


Under the direction of Dr. Chester M. Jones. 


Apri 24— Annual meeting in conjunction with the Boston Medical 
Library. Election of officers. Program and speakers to be announced later. 
May 2 — Censors’ meeting. Page 244, issue of February 8. 
WORCESTER 
Marcu 13 — Worcester Memorial Hospital. 
Aprit 10 — Worcester Hahnemann Hospital. 
May 8 — Worcester Country Club. 


Each meeting begins with a dinner at 6:30 p.m. and is followed by a 
business and scientific meeting. 


BOOKS RECEIVED FOR REVIEW 


American College of Surgeons 1940-1941 Year Book. 
1077 pp. Chicago: American College of Surgeons, 1940. 

Illustrations of Bandaging and First-Aid. Lois Oakes. 
248 pp. Baltimore: Williams & Wilkins Co., 1940. $2.00. 

Sexual Disorders in the Male. Kenneth Walker and 
Eric B. Strauss. 248 pp. Baltimore: Williams & Wilkins 
Co., 1939. $3.00. 

Illustrations of Surgical Treatment: Instruments and ap- 
pliances. Eric L. Farquharson. 338 pp. Baitimore: Wil- 
liams & Wilkins Co., 1939. $6.50. 

Savill’s System of Clinical Medicine: Dealing with the 
diagnosis, prognosis, and treatment of disease for students 
and practitioners. Edited by Agnes Savill and E. C. War- 
ner. Eleventh edition. 1141 pp. Baltimore: William 
Wood & Co., 1939, $9.00. 

Injuries of the Skull, Brain and Spinal Cord: Neuro- 
psychiatric, surgical, and medicolegal aspects. Edited by 
Samuel Brock. 632 pp. Baltimore: Williams & Wilkins 
Co., 1940. $7.00 


Combined Textbook of Obstetrics and Gynaecology: 
For students and medical practitioners. J. M. Munro Kerr 
et al. Third edition. 1192 pp. Baltimore: Williams & 
Wilkins Co., 1939. $12.00. 

Heil Hunger! Health under Hitler. Martin Gumpert. 
128 pp. New York and Toronto: Longmans, Green & 
Co. (Alliance Book Corp.), 1940. $1.75. 


423 
4 
4 APRIL 4. 
22 May 2. 
| 


424 


Good Health and Bad Medicine: A family medical 
guide. Harold Aaron. 328 pp. New York: Robert M. 
McBride & Co., 1940. $3.00. 

Carbohydrate Metabolism: Four papers presented in a 
symposium held at the meeting of the American Physio- 
logical Society at Toronto, Canada, April 29, 1939. Re- 
printed from Endocrinology. 351 pp. Boston: Endo- 
crinology, 1940. $1.00. 

_ The Kosher Code of the Orthodox Jew. S. 1. Levin and 
Edward A. Boyden. 243 pp. Minneapolis: University 
of Minnesota Press, 1940. $4.50. 


BOOK REVIEWS 


Infections of the Hand. Lionel R. Fifield. Second edition 
by Patrick Clarkson, 167 pp. New York: Paul B. 
Hoeber, Inc., 1939. $3.25. 


The first edition of this manual was written by Lionel 
R. Fifield, demonstrator of anatomy at the London Hos- 
pital, and appeared in 1926, This second edition has been 
rewritten by Patrick Clarkson, demonstrator of anatomy 
at Guy’s Hospital Medical School. A knowledge of the 
structure of the upper extremity is of prime importance 
in the treatment of hand infections, and this work pre- 
pared by practicing surgeons, both of whom are teachers 
of anatomy, is a sound and practical guide for practition- 
ers. The 57 illustrations (including 8 plates, 2 in color) 
have been well chosen to supplement the concise text. 

A diagram showing iniquitous incisions and the accom- 
panying explanation merit thoughtful study. Sloughing 
of tendons results from impairment of their blood supply, 
but the catastrophe is not inevitable. Early decompression 
is, of course, vital. The surgeon, however, may jeopardize 
the blood supply of tendons by improperly placed inci- 
sions, improper drainage material and the incorrect use 
of drains. These points are noted in the book but could 
be stressed to great advantage. The single paragraph on 
human bites is inadequate. 

Chapter XII covers the prognosis of infections in various 
situations. In certain types the authors state the outcome 
which may be expected by the average operator. The re- 
viewer believes that, if the practitioner carefully observes 
all the instructions set forth in the preceding pages, his in- 
cidence of satisfactory results in early cases will be much 
higher. This book is a splendid exposition of the subject. 


Physiology in Health and Disease. Carl J. Wiggers. Third 
edition. 1144 pp. Philadelphia: Lea & Febiger, 1939. 


$9.50 


Modern physiology makes an effort to integrate most of 
the medical sciences in order to express the dynamics of 
living processes, whether they be normal or pathological. 
In the strictest sense it is no longer a specialized science 
shared by an isolated group of investigators but rather be- 
longs to the entire medical world. Unconsciously we have 
all become physiologists in the broadest meaning of this 
term. In the seventeenth century the new physiology based 
on anatomy was called by Garrison anatomia animata. In 
recent years even the most cut and dried aspects of medi- 
cine have become a medicina animata. Our outlook has 
changed a bit as we look on most medical problems in 
the light of function. Because of the great role played by 
physiology the importance of our general source book on 
this subject becomes at once important. 

The third edition of Professor Wigger’s Physiology in 
Health and Disease deserves unquestioned praise. It is a 


THE NEW ENGLAND JOURNAL OF MEDICINE 


March 7, 1940 


beautifully arranged book, and all the facts are crystallized 
in such a way that they bear direct relation to each other. 
The experimental work presented is well supported by 
accurate references, and a listing of monographs and re- 
views follows each chapter. About a third of the volume 
has been rewritten. There has been a blending of the new 
material with the old without increasing the size of the 
text to bulky proportions. This has been accomplished by 
the rephrasing of statements and by the judicious pruning 
of less important or obsolete material. Over 1400 new 
references have been added. 

In this edition the author has expanded on subjects hav- 
ing current interest, such as acclimatization, action poten- 
tials, cerebellar function, chemoreceptors and pressor re- 
ceptors, chest pain, degeneration reactions in muscles, dy- 
namics of hypertension, electrocardiographic chest leads, 
endocrines, functions of the aorta, functional renal path- 
ology, heat elimination, humoral versus electrical trans- 
mission of impulses, methods of measuring cardiac out- 
put, prenatal respiration, pulmonary circulation, retinal 
mechanisms of vision, sensory cortex of the cerebrum, 
vitamins and phonocardiograms. Aside from this new 
material the book is, of course, replete with basic data in 
physiology. It is recommended to medical students, phy- 
sicians and all inquirers in the field of physiology, and 
should be a vade mecum of everyone interested in medi- 
cine. 


Stedman's Practical Medical Dictionary. Thomas L. Sted- 
man and Stanley T. Garber. Fourteenth revised edi- 
tion. 1303 pp. Baltimore: William Wood & Co., 
1939, $7.50. 


Dr. Stedman, the originator of this well-known medical 
dictionary, died on May 27, 1938, at the age of eighty- 
four. Until a few days before his death, he was actively 
engaged on the fourteenth edition, and the work was 
completed by his nephew, Dr. Garber. The present edi- 
tion contains many new words, especially of recently iso- 
lated hormones, vitamins and so forth. All changes in the 
Pharmacopoeia of the United States, as recorded in the first 
supplement of the eleventh edition, have been noted, and 
a copy of the Hippocratic Oath has been added as a fron- 
tispiece. 


A Textbook of Microbiology. Kenneth L. Burdon. Sec- 
ond edition of A Textbook of Bacteriology. 638 pp. 
New York: The Macmillan Co., 1939. $2.75. 


This is a simple and concise teaching manual written 
by the author for his own purposes in the instruction of 
nurses and of premedical students. It is comprehensive, 
clear and well written and admirably fulfills its purpose. 
It is not, in the reviewer’s opinion, adequate for the 
needs of medical students for whom more critical discus- 
sions of recent work and more specific documentation of 
the !iterature is desirable. Yet even medical students will 
find this book an excellent review manual because of its 
completeness and clear presentation. There are no serious 
omissions, and the reviewer has found no important er- 
rors. The book —extraordinarily comprehensive for its 
size — shows evidence of having been written by a com- 
petent bacteriologist and is just what its writer intended 
it to be—a text which takes the “middle course” and is 
neither too elementary nor too advanced. It will not sup- 
plement the larger and more advanced texts but is dis- 
tinctly preferable for almost any type of beginner to a 
number of the oversimplified, elementary books on the 
market. 


